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Beneficial 
cough reflex 
stays... 


Exhausting 
cough 
goes... 


MERCODOL provides prompt, selective relief that doesn’t interfere with 
the cough reflex needed to keep throat passages and bronchioles clear. 


This complete, pleasant-tasting prescription contains a selective cough- 
controlling narcotic! that doesn’t impair the beneficial cough reflex... 
an effective bronchodilator* to relax plugged bronchioles . . . an expectorant*® 
to liquefy secretions. Remarkably free from nausea, constipation, retention 
of sputum, and cardiovascular or nervous stimulation. 


MERCODOL 


THE ANTITUSSIVE SYRUP THAT CONTROLS COUGH—KEEPS THE COUGH REFLEX 
An exempt narcotic 


MERCODOL with DECAPRYN® Each 30 ce. contains: 


A : 1 Mercodinone® 10.0 mg. 
for the cough with a 2 Nethamine® Hydrochloride 0.1 Gm. 
specific allergic basis. 3 Sodium Citrate 1.2 Gm. 


CINCINNATI © U.S.A. 
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_ ACETYLCHOLINE 


\ 


GANGLION 


\ PARASYMPATHETIC 
EFFECTOR 


B anthine Brand of Methantheline Bromide 


BROMIDE 


—a true anticholinergic drug, opposes 
the action of acetylcholine at the gang- 
lions of the parasympathetic and sym- 
pathetic systems and at the nerve endings 
of the parasympathetic system. 

Thus, it consistently decreases the 
hypermotility and in most cases the hy- 


peracidity characteristic of ulcer diathesis. 

Experience indicates that patients may 
be best served by prescribing two tablets 
of Banthine (100 mg.) every six hours day 
and night although a few patients may be 
satisfactorily treated with one tablet 
(50 mg.) on the same schedule. 


*Banthine is the trademark of G. D. Searle & Co., Chicago 80, Illinois 


RESEARCH IN THE SERVICE OF MEDICINE 
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Vasoconstriction 
combined with 
antibiotic therapy in 


NEO-SYNEPHRINE 


(brand of phenylephrine) 


with 


CRYSTALLINE 
PENICILLIN 


In upper respiratory tract infections, 
topical application of penicillin to the nasal cav- 
ity has a decided bacteriostatic action against 
typical respiratory pathogenic microorganisms. 


To provide clear passage for such therapy, 
Neo-Synephrine is combined with penicillin— 
shrinking engorged mucous membranes and 
allowing free access of the antibiotic. 


Neo-Synephrine—a potent vasoconstrictor — 
does not lose its effectiveness on repeated ap- 
plication . . . is notable for relative freedom from 
sting and absence of compensatory congestion. 


NEO-SYNEPHRINE 


with 


CRYSTALLINE PENICILLIN | ns. 


Stable Full Potency New York 13,/N. WinosoR, ONT. 


lied 


in combination package for preparing 10 cc. ot 
a fresh buffered solution containing Neo-Synephrine hydro- 
chloride 0.25% and Penicillin 5000 units per cc. 


N hrine, trad rk reg. U.S. & Canada 
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AN ENTIRELY NEW TEXT 
Developed During Years of Undergraduate and Graduate Teaching 


BASED ON PERSONAL EXPERIENCE IN 


The Philippines, The Dutch Indies, Guatemala and Yucatan 
and Visits in Burma, Malaya, India, China and Japan 


DISEASES oF tHe 
TROPICS 


By GEO RGE c. SHA TTUCK, M.D., Clinical Professor of Trop- 


ical Medicine, Emeritus, Harvard Medical School and Harvard School of Public Health. 


General Description 


In this country there has been a steadily increasing demand for a new book on tropical 
medicine which, without being encyclopedic, would present all practical aspects of the 
subject in a volume of moderate size and reasonable price. 


Being familiar with this need, Dr. Shattuck has drawn upon his wide clinical and teach- 
ing experience to prepare and tailor this new text to such a pattern. 


The result is an eminently practical work, one which can be used most effectively by 
the licensed physician as a practice manual. It is equally useful as a text for students 
training for general practice, public health practice or for service in any of the armed 
forces. 


Most space in the book has been devoted to discussion of those tropical and parasitic 
diseases which are of major importance due to frequency of occurrence, complicating 
after-effects, or mortality. 


Identification, treatment and preventive measures are fully yet concisely detailed. Some 
unproven theories are discussed briefly. 


The many illustrations have been selected with particular care for their instructional 
value. Several are in color, many are half-tones and the balance are diagrammatic. Charts 
and experience tables also are used as space saving features. 


The index is comprehensive and cross-references are freely used to direct the reader as 
quickly as possible to the discussion desired. 


Logical arrangement, conciseness, s'mplicity of presentation and the inclusion of ac- 
cepted advances, up to those of even the past few months, will commend this new text 
to the profession. 


783 Pages. 157 Illus. and Tables. = Publ. Jan. 1951 = $10.00 Postpaid 


Order Through Booksellers or 


APPLETON-CENTURY-CROFTS, Inc. 


35 West 32nd Street, New York 1, N. Y. 
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SUCCESSFUL 
NUTRITIONAL 
THERAPY 


requires “... 
provision of the 
appropriate nutri- 
ent at a therapeu- 
tic level fora 
sufficient time.” 
H. D. Kruse: Mil- 
bank Memorial Fund 
Quarterly Vol. 27: 


No. 1, 1949. 


WycHoL Potency Facilitates Therapeutic Dosage 


WYCHOL Taste-appeal Assures Patient’s Cooperation 


WHEN SELECTING LIPOTROPIC MEDICATION 


for the treatment of disorders due to faulty lipid metabolism, consider 


(1) Potency. WY CHOL is made with tricholine citrate. Each tablespoonful 
(15 cc.) provides three full grams of choline base (equivalent to 7.5 Gm. 
choline dihydrogen citrate) ... plus an effective amount of inositol (0.45 
Gm.). . . . a synergistic combination. 


(2) Taste-appeal. WYCHOL has a pleasing fruity taste. It is only mildly 
acid; gastric distress is minimized. 


(3) Economy. Low cost on the basis of content of lipotropic factors eases 
the burden on the patient. 
CLINICAL APPLICATIONS 


IMPAIRED CHOLESTEROL METABOLISM .- LIVER DISEASE 
HYPERLIPOSIS associated with diabetes, nephrosis, hypothyroidism, 
and other diseases. 


Supplied: Bottles of 1 pint. 
Literature to physicians on request. 


SYRUP OF CHOLINE AND INOSITOL 
*Trade Mark 


Wigeth Incorporated + Philadelphia, Pa. 
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Milk-to-drink that is 
SAFE, SIMPLE, THRIFTY 


As a physician, you know what a mother 
sometimes fails to realize ... that Pet 
Evaporated Milk, the same good milk that 
nourishes her child so well in infancy, is 
good milk to drink all through life . . . that 
Pet Milk’s usefulness extends far beyond 
bottle-feeding days! 


Infants under your care who have grown 
strong and sturdy on Pet Milk are accustomed 
to this good milk... to its taste and 
nutriment! When weaned from bottle to cup, 
they readily accept Pet Milk diluted with 
water as delicious milk to drink . . . the same 
form and flavor they've always known. 


There is this important fact, too: Pet Milk 
costs much less, generally, than any other 
form of milk... so that even the poorest 
families can give their children adequate 
amounts of good milk! 


And it’s easy to prepare! Just pour a tall can 
of Pet Milk into a quart jar, add water to 
almost full, and chill to refreshing 


beverage temperature. 
Favored Form 8 P 


of Milk for Yes, when mothers ask that familiar question, 
" “When do I change my baby to regular 
milk?,” the wise answer is, ““Pet Milk is milk 
By Aowocentes — safe, convenient, economical milk! 
OR Thousands of children thrive on it long 
after weaning! Keep your child on Pet Milk 
through all his growing years!” 


Infant Formula 


PET MILK COMPANY, 1485-A Arcade Building, St. Louis 1, Missouri 
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REPORT FROM 


THE MANAGING PUBLISHER 


WE ARE MINDFUL that it is ungracious to administer a 
rebuke in public. Nevertheless, we feel compelled to 
publicly chastise certain offenders who have, by violat- 
ing an implied agreement with GP, embarrassed this 
publication and, in our eyes at least, brought discredit 
to themselves. 

A sharp rap on the knuckles of the zealous medical 
author who submits identical copies of his paper to 
more than one journal at the same time. 

After all, there are ethics in journalism as well as 
in medicine. When we accept a paper for GP, our 
authors are aware of an implied understanding that 
this journal shall have prior and exclusive right to its 
publication. Journalistic ethics demand that this right 
be honored. 

Twice within the past few months, just at press time, 
we have discovered that a manuscript was appearing in 
another journal exactly as it was submitted to and ac- 
cepted by GP. And this after our editors had labored 
over extensive revisions and editorial processing, and 
after costly art work had been prepared to illustrate it. 
The fact that GP, alone among medical journals, pays 
authors for full length scientific articles compounds the 
offense of these otherwise respectable gentlemen. 

Doubtless the editors of other medical journals feel 
exactly as we do. The time has come, we think, to 
publicly condemn these what-makes-doctor-run authors 
and insist that they follow the rules of the game. 

Frequently after a paper is accepted for GP the 
original manuscript is completely rewritten by our 
editors (with the author's approval, of course). We 
sometimes go to considerable trouble and expense to 
provide art and illustration. It is distressing, then, to 
find the “original” article appearing in another journal 
simultaneously. 

It is our declared policy to publish in GP only ar- 
ticles which have been written especially for this pub- 
lication. We require that a paper should deal with 
common problems such as are encountered in the daily 
practice of general practitioners, who must do many 
things well. We want articles which contain useful 
therapeutic data or which summarize the present status 
of a current and important medical or surgical prob- 
lem. To meet the standards of GP they must present 
practical information; inconclusive reports and theoret- 
ical research we leave to our specialized contemporaries. 
We prefer that they be written in simple terse language. 

And, what's more, we demand they be original. 


—M.F.C. 
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QNNOUNCING...anentirely new approach to 


intranasal infections 


anti-bacterial, anti-allergic, decongestive 


In Drilitol you now have a strikingly effective, clinically proved preparation 


for the treatment of common upper respiratory tract infections. 


Drilitol contains two exceptionally potent antibiotics: 1. Anti-gram negative 
polymyxin (NEW). 2. Anti-gram positive gramicidin—five times more potent 
by weight than tyrothricin. The combined antibacterial spectrum of polymyxin 


and gramicidin is extremely wide. 


Drilitol also contains an efficient antihistaminic, thenylpyramine, and an 


effective vasoconstrictor, Council-accepted ‘Paredrine’* Hydrobromide. 


You will find Drilitol of great value in helping you reduce the duration, 


severity and complications of many common intranasal disorders. 


DOSAGE: Adults: Three or four drops (1 dropperful) in each nostril, 4 or 5 
times a day, not oftener than once every 2 hours. Children: 14 the adult dosage. 


HOW AVAILABLE: In 14 fl. oz. bottles with special dropper that delivers 
the adult dose. 


Smith, Kline & French Laboratories, Philadelphia 


Formula: Drilitol is a stable, isotonic, aqueous solution containing gramicidin, 0.005 %; polymyxin B 
sulfate, 500 units/cc.; thenylpyramine hydrochloride, 0.2%; ‘Paredrine’ Hydrobromide (hydroxy- 
amphetamine hydrobromide, S.K.F.), 1%. Preserved with thimerosal, 1:100,000. 


*Trademark 
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Secretary's Newsletter SIGNIFICANT EVENTS 


JANUARY 1951 


Hospital Standards PGP called the shot rather accurately when it stated 

to Joint Committee editorially last month that recent highly controversial de- 
velopments in hospital standardization would be an important 
topic under consideration when the AMA House of Delegates met 
in Cleveland. This hot subject was yas the chief item under dis-_ 
cussion during the three-day meeting. The editorial closed 
with the prediction that, "Some kind of compromise joint 
program will likely be adopted." This too proved correct. 


In a supplementary report to the House of Delegates the AMA 
Board | of Trustees reported that it it was engaged in in discussions 
with representatives of the ACS, “the AE AHA, and the le ACP concerning 
joint control and financing of of hospital standardization. cur- 
rent negotiations pointed toward creation of an eighteen- 
member commission including representation from the four 
organizations, the Board stated. 


In the same session Dr. J. B. Copeland, delegate from Texas 


Texas delegation a resolution demanding “that sole “responsi- 
bility for for the evaluation and standardization of medical 


Education a and Hospitals. Originally Sponsored by the AAGP, the 
resolution was discussed on this page in the November issue. 


House Approves > Thus, the House was presented with two divergent proposals: 
Continued Study One toe to endorse greation ofa joint committee representing four 


advocated by many on the grounds that it afforded the only 
assurance that all groups in the profession would have an offi- 
cial channel for the expression of their views on the control 
of hospital medical practice. 


A large number of interested persons, including several 
Academy members, appeared before the reference committee to 
debate the issue. Although the sentiment in the hearings ap- 
peared to be overwhelmingly in favor of the Texas proposal, the 
committee recommended approval of the Trustees’ action "up to 
this time.” 


The House of Delegates adopted the Committee report, which 
called for continued study of the matter until a satisfactory 
plan can be devised. 


Here's another prediction: This question will come up for dis- 
cussion again at the spring meeting of the AMA in Atlantic 
City; an Academy member will be included among the AMA repre- 
sentatives on the joint committee; and the compromise solution 
will be finally approved by the House of Delegates. 
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Interim Meeting 
In Houston Next 


Medical Education 
Fund Established 


Here and There 
in Fewer Words 


> To the surprise of many, the AMA Board of Irustees raised the 
question of whether 1 the Interim SeSSions were worth while a and 
whether they shoulda be continued. Attendance at Cleveland was 
disappointing and there appeared to be some doubt as to the 
desirability of continuing the Interim Session. When the 
question was considered by the reference committee it was 
decided that the meetings should be continued. The 1951 session 
is scheduled for Houston, December 4 to 7. 


> the Cleveland meeting that the AMA 


licized. This was the profession's answer to proposals ac 
Federal aid to medical education. 


The Board of Trustees expressed hope that the action would 
stimulate other professions, industrial firms, and individuals 


Board Chairman Louis H. Bat Bauer brought enthusiastic applause. 


Advocates of Federal aid were quick to belittle the effort. 
Representative Andrew Biemiller, defeated Wisconsin Democrat 
who has pushed hardest for government subsidies to medical 
schools, told Congress it was a "rear guard action" to divert 
pressure for Federal aid. Meanwhile the Association of American 
Medical Colleges started a poll of its members to find out what 
the deans thought of it. Early reports are that the majority 
express doubt as to the practicality of the solution. 


> See next month's GP for a report by Drs. Stanley R. Truman 
and H. Kenneth Scatliff who attended Midcentury White House 
Conference on Children and Youth in Washington for the AAGP last 
month. Conference closed with sixty-six recommendations, most 
pertaining to social and personality development. None 
favored socialized medicine. 


Commission on Education meeting in Cleveland during AMA 
session decided to stimulate activation of state chapter com- 
mittees for development and co-ordination of national program 
in postgraduate education. Special Bulletin outlining medical 
study requirements now being mailed to all Academy members. 
Commission on Hospitals, meeting simultaneously, established 
plan for general practice departments in teaching hospitals. 


More than 50,000 reprints of Woman's Home Companion article 
on choosing a family doctor have been requested by members. 


Dr. R. C. McElvain will represent Academy on panel discussion 
during regional meeting of ACS in Saint Louis this month. Sub- 
ject: "Patient, Physician, Consultant and Hospital Relations." 


Dr. Dean S. Luce, elected "General Practitioner of the Year" 
at AMA midwinter meeting, is member of the Massachusetts chapter. 


Five million men may be in armed forces by end of year, nearly 
twice original estimates announced prior to Red China offen- 
sive. Previous quotas for doctors are now obsolete. Many 
medical reserves with World War II experience will be called. 


Dr. Ivan C. Heron drafted by Arrangements Committee to pre- 
side at Annual Banquet next March... Robert R. Gros of Pacific 
Gas and Electric Company to be principal speaker. Preliminary 
program announcement of 1951 Assembly being mailed to all U. S. 
doctors this week. 


Respectfully yours, 
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THROAT 
LOZENGES 
ANTIBIOTIC tyrothricin acts on Gram- 


positive pathogens, yet does not 
destroy intestinal flora 


HEALING chlorophyll cleanses and 
encourages healing of irritated 
mucous tissues 

SOOTHING benzocaine quickly | 
lieves irritation 

Your patients will appreciat 
lief they obtain from TEEDS 


“THE WARREN-TEED PRODUCTS CO. 
COLUMBUS 8, OHIO 
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LOW PRICES 


TABLET POTENCIES 


Saving 
Loure Ladients Liecriving.... 
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IN THE TREATMENT OF HYPERTENSION 


The excellent acceptance accorded Veriloid by the profes- 
sion, and the construction of expanded manufacturing facil- 
ities have made possible a substantial reduction in the price 
of this unusual hypotensive agent. 

Veriloid is now available in 3 tablet potencies: 1.0 mg., 2.0 
mg., and 3.0 mg. Based on former prices, the 1.0 mg. tablet 
is now available to your patient at a saving of 1624%, the 
2.0 mg. tablet at a saving of 25%, and the 3.0 mg. tablet 
at a saving of 334%. 

After the optimal dose has been determined for the pa- 
tient, the prescribing of the largest possible tablet size will 
result in the greatest saving. Literature describing the action, 
uses, and administration of Veriloid is available on request. 


*Trade Mark of Riker Laboratories, Inc. 


RIKER LABORATORIES, INC. 
8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 


VERILOID 


VERILOID 
NOW AVAILABLE 
IN 3 POTENCIES 


Veriloid is now avail- 
able in 1.0 mg., 2.0 mg., 
and 3.0 mg. scored tab- 
lets in bottles of 100, 
500, and 1000. Avail- 
able on prescription 
only at all pharmacies. 
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bdilowial Advisory Bound 


Allergy: Harry L. Rogers, M.D., Philadelphia, Pa.; 
George L. Waldbott, M.D., Detroit, Mich. 


Anesthesiology: John Adriani, M.D., New Orleans, 
La.; Robert A. Hingson, M.D., Baltimore, Md.; 
Stevens J. Martin, M.D., Hartford, Conn.; Charles 
F. McCuskey, M.D., Los Angeles, Calif. 


Aviation Medicine: L. H. Bauer, M.D., Hempstead, 
L. I., N. Y.; Howard K. Edwards, M.D., Miami, Fla. 


Cardiac and Vascular Surgery: Alfred Blalock, M.D., 
Baltimore, Md.; Robert E. Gross, M.D., Boston, 
Mass.; Gerald H. Pratt, M. D., New York, N. Y. 


Cardiology: George E. Burch, M.D., New Orleans, 
La.; C. E. de la Chapelte, M.D., New York, N. Y.; 
William H. Gordon, M.D., Lubbock, Tex.; William 
J. Kerr, M.D., San Francisco, Calif.; Louis B. 
Laplace, M.D., Philadelphia, Pa.; Wallace M. Yater, 
M.D., Washington, D. C. 


Chemotherapy, Antibiotics and Infectious Diseases: 
Paul B. Beeson, M.D., Atlanta, Ga.; John W. Brown, 
M.D., Madison, Wis.; Harry F. Downing, M.D., 
Chicago, Ill; Harry A. Feldman, M.D., Syra- 
cuse, N. Y.; Maxwell Finland, M.D., Boston, Mass.; 
Perrin H. Long, M.D., Baltimore, Md.; Karl F. 
Meyer, M.D., San Francisco, Calif.; Theodore E. 
Woodward, M.D., Baltimore, Md. 


Colon and Rectal Diseases: Harry E. Bacon, M.D., 
Philadelphia, Pa.; Robert Turell, M.D., New York. 


Deficiency Diseases: Tom D. Spies, M.D., Birming- 
ham, Ala. 


Dermatology and Syphilology: Leon Goldman, M.D., 
Cincinnati, Ohio; Paul A. O’Leary, M.D., Rochester, 
Minn.; Donald M. Pillsbury, M.D., Philadelphia, 
Pa.; Richard L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., 
New York, N. Y.; Andrew L. Banyai, M.D., Mil- 
waukee, Wis.; Alvan L. Barach, M.D., New York, 
N. Y.; J. Arthur Myers, M.D., Minneapolis, Minn.; 
Maurice S. Segal, M.D., Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; 
A. E. Rakoff, M.D., Philadelphia, Pa.; E. C. Reif- 
enstein, Jr., M.D., New York, N. Y.; Willard O. 
Thompson, M.D., Chicago, Ill. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Eye, Ear, Nose and Throat: Lawrence T. Post, M.D., 
Saint Louis, Mo. 
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Gastroenterology: I. Grier Miller, M.D., Philadelphia, 
Pa.; Martin E. Rehfuss, M.D., Philadelphia, Pa. 


General Medicine: Arthur L. Bloomfield, M.D., San 
Francisco, Calif.; Goronwy O. Broun, M.D., Saint 
Louis, Mo.; Harold Jeghers, M.D., Washington, D. 
C.; William D. Paul, M.D., Iowa City, Iowa; Alli- 
son H. Price, M.D., Philadelphia, Pa.; Edward 
Weiss, M.D., Philadelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, 
Mass.; H. Glenn Bell, M.D., San Francisco, Calif.; 
Frederick A. Coller, M.D., Ann Arbor, Mich.; 
Robert Elman, M.D., Saint Louis, Mo.; L. Kraeer 
Ferguson, M.D., Philadelphia, Pa.; Willis D. Gatch, 
M.D., Indianapolis, Ind.; Harris B. Shumacker, Jr., 
M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, 
Mich.; Maxwell M. Wintrobe, M.D., Salt Lake City, 
Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincin- 
nati, Ohio; Clarence D. Selby, M.D., Ann Arbor, 
Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann 
Arbor, Mich.; Frank W. Konzelmann, M.D., 
Atlantic City, N. J.; Raymond O. Muether, M.D., 
Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt 
Lake City, Utah; Lowell A. Erf, M.D., Philadelphia, 
Pa.; George T. Pack, M.D., New York, N. Y.; Dr. 
Edith H. Quimby, New York, N. Y.; I. Snapper, 
M.D., New York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., 
San Francisco, Calif.; R. Glenn Spurling, M.D., 
Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, 
Ill.; Thaddeus L. Montgomery, M.D., Philadelphia, 
Pa.; Emil Novak, M.D., Baltimore, Md.; Ernest W. 
Page, M.D., San Francisco, Calif.; Richard W. Te 
Linde, M.D., Baltimore, Md. 


Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, 
lll.; V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chi- 
cago, Ill.; Ralph K. Ghormley, M.D., Rochester, 
Minn. 

(Continued on page 13) 
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BENYLIN 

tlh Combining Benadryl® hydrochloride, pioneer antihistaminic, 
with established non-narcotic remedial agents, BENYLIN 
EXPECTORANT relieves cough — whether due to allergy or the 
common cold. It’s the Benadryl (10 mg. per teaspoonful) in 
this pleasingly-flavored syrupy vehicle which accounts for the 
highly effective decongestant and antispasmodic action of 
BENYLIN EXPECTORANT. And — because of its Benadryl con- 
tent — BENYLIN EXPECTORANT also helps to relieve other dis- 
tressing cold symptoms. 


TRADE MARK 


EXPECTORANT 


BENYLIN EXPECTORANT fosters liquefaction of mucous BENYLIN EXPECTORANT contains in each 


secretion, relaxes the bronchial tree, soothes irritated fuldeunce: 

Benadryl] hydrochloride........ 80 mg. 
mucosa and, at the same time, relieves nasal stuffiness, (diphenhydramine hydrochloride, Parke-Davis ) 
sneezing and lacrimation. Children as well as adults like Ammonium chloride .......sssssseseesesnees 12 gr. 
its mildly tart taste and freedom from cloying sweetness Satie antes 5 gr. 

ying Chloroform 2 gr. 
Menthoi 1/10 gr. 


Dosage: One to two teaspoonfuls every two to three hours. BENYLIN EXPECTORANT is supplied in 16 oz. 
Children, one-half to one teaspoonful every three hours. and gallon bottles. 


PARKE, DAVIS & COMPANY 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Henry Bakwin, M.D., New York, N. Y.; 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald 
L. Hoyne, M.D., Chicago, Ill.; Irvine McQuarrie, 
M.D., Minneapolis, Minn.; Bret Ratner, M.D., New 
York, N. Y.; James L. Wilson, M.D., Ann Arbor, 
Mich. 


Pediatric Surgery: Herbert E. Coe, M.D., Seattle, 
Wash. 


Pharmaceutical Research and Development: K. K. 
Chen, M.D., Indianapolis, Ind.; Charles E. Dutchess, 
M.D., New York, N. Y. 


Frank H. 


Physical Medicine and Rehabilitation: 
Krusen, M.D., Rochester, Minn. 


Physiology. Pharmacology and Therapeutics: McKeen 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cin- 
cinnati, Ohio; Harold Gold, M.D., New York, N. Y.,; 

John C. Krantz, Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. 

C. Beelman, M.D., Topeka, Kan.; John E. Gordon, 
M.D., Boston, Mass.; Edward G. McGavran, M.D., 
Chapel Hill, N. C.; Ernest L. Stebbins, M.D., 
Baltimore, Md.; D. E. Waggoner, M.P.H., Ann 
Arbor, Mich. 


Psychiatry and Neurology: Bernard J. Alpers, M.D.. 
Philadelphia, Pa.; Charles D. Aring, M.D., Cincin- 
nati, Ohio; William C. Menninger, M.D., Topeka. 
Kan.; Herbert S. Ripley, M.D., Seattle, Wash.: 
Edward A. Strecker, M.D., Philadelphia, Pa.; Harold 
Wolff, M.D., New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, 
Calif.; Ross Golden, M.D., New York, N. Y.; Leo 
G. Rigler, M.D., Minneapolis, Minn.; Paul C. 
Swenson, M.D., Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPher- 
son Brown, M.D., Washington, D. C.; W. Paul 
Holbrook, M.D., Tucson, Ariz.; John H. Talbott. 
M.D., Buffalo, N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, 
Calif.; William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New 
Orleans, La.; William A. Sodeman, M.D., New Or- 
leans, La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, 
Md.; Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., 
Cleveland, Ohio; Hobart A. Reimann, M.D., Phil- 
adelphia, Pa. 
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The Role of Gynecology in 


General Medicine... 


Practical Gynecology 


by Walter J. Reich, M.D., Attending Gynecologist, Cook County Hospital 


and Mitchell J. Nechtow, M.D. 


Associate Attending Gynecologist, Cook County Hospital, and the Fantus Gynecologic Clinic 


A" VOLUME with an unusual perspective, resulting from the 
increasing use of office treatment in gynecologic disorders. This 
book gives a comprehensive presentation of effective technics and 
improvisations useful in office and outpatient gynecology, with em- 
phasis on etiology, symptoms, diagnosis and treatment. Among the 
topics covered are examination routines, laboratory tests, biopsy, 


cytology, and the diagnosis and treatment of commonly seen disorders. 
Leukorrhea, especially the diagnosis and treatment of Trichomonas 
and Monilia, is ably reviewed. Early diagnosis of carcinoma is stressed. 


Special attention is given to the psychological aspect of gynecologic 
problems and to procedures for home use by the patient which sup- 
plement the physician’s treatment. 


Well-illustrated, this book is designed to serve as a handy desk ref- 
erence on numerous gynecologic disorders; the physician should find 
it most useful. 


1" Edition, 1950 


449 Pages. 187 Illustrations, including 55 Subjects in Color on 15 Color Plates. $10.00 


J. B. Lippincott Company, East Washington Square, Philadelphia 5, Pa. 


Please send me: Reich & Nechtow, Practica, GyNECOLoOGY—$10.00 


Name 


Street Cash enclosed 


City, Zone, State (_) Charge my account 


Philadelphia London Montreal 
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This Months Authors 


William F. Braasch, M.D., 


Professor Emeritus of Urology at the Mayo Foundation Graduate School of Medicine, 
University of Minnesota, has been a member of the staff at the Mayo Clinic since 
1907. He has been chairman of the Section on Urology, a member of the House of 
Delegates, and a member of the Board of Trustees of the American Medical Associa- 
tion. Among the organizations of which he has been president are the American Asso- 
ciation of Genito-Urinary Surgeons, the American Urological Association, Clinical 
Society of Genito-Urinary Surgeons, and the Minnesota State Medical Association. 


Wilfred C. Hulse, M.D., 


was born in Germany and educated at the Universities of Munich, Wuerzburg, and 
Breslau. He practiced in Berlin and North Africa, and did postgraduate work in Paris be- 
fore coming to this country. He is now engaged in the private practice of psychiatry 
in New York, where he is Chief Psychiatrist of the Child Guidance Center of the city’s 
Department of Welfare. Doctor Hulse is Adjunct Psychiatrist and Chief of the Parent- 
Child Guidance Clinic at Mount Sinai Hospital. He teaches at the Medical College of 
New York State University, where he is Clinical Associate Professor of Psychiatry. 


George B. Logan, M.D., 


received his M.D. degree from Harvard Medical School and later an MLS. in Pediatrics 
at the University of Minnesota. He interned at the George F. Geisinger Memorial Hos- 
pital in Danville, Pennsylvania, and at the Children’s Hospital in Boston. Doctor 
Logan is now Assistant Professor of Pediatrics at the Mayo Foundation Graduate School 
of Medicine, University of Minnesota, and Consultant in Pediatrics at the Mayo 
Clinic. He is Attending Physician in Pediatrics at Colonial, Kahler, Worrall, and St. 
Mary’s Hospitals. 


Bernard G. Sarnat, M.D., 


has both his Doctor of Medicine and his Doctor of Dental Surgery degrees. He now 
engages in the private practice of plastic surgery and also devotes half his time to 
teaching at the University of Illinois where he is Professor and Head of the Depart- 
ment of Oral and Maxillofacial Surgery in the College of Dentistry and Clinical As- 
sistant Professor of Surgery, Division of Plastic Surgery, in the College of Medicine. 
He was awarded second prize in international competition for original research by the 
Foundation of the American Society of Plastic and Reconstructive Surgery. 


Lyon Steine, M.D., 
was born in Montreal, Canada, where he received his medical degree from McGill 
University in 1928. He was an enthusiastic skier and a member of the university 
boxing team. After three and a half years of surgical internship and residency at New 
York’s Sinai Hospital, he began general practice in Valley Stream, New York, where 
he has remained since, except for an interlude of three years in the Army. An article 
by him on building a reference file appeared in last month’s GP. Doctor Steine is sec- 
retary of the Nassau County (N. Y.) chapter of the Academy. 
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infertility menstrual disorders obesity 
< habitual abortion pregnancy 


therapeutic need 


As thyroid accelerates cellular metabolism proportionate increases occur 
in tissue demands for co-enzymes of carbohydrate metabolism,! for vita- 
min precursors of respiratory enzymes — thiamine and riboflavin — and 
for labile methyl groups of which choline is the most effective provider.? 


therapeutic use 


Conversely recent studies have demonstrated that thyroid function is 
facilitated by vitamin B complex and choline.?+ Thyroid has been de- 
scribed as an effective lipotropic agent.’ But choline must be present for 
thyroxine to exert its “lipotropic” action.* 


therapeutic effectiveness 


For optimal efficiency METHYROID provides balanced dosage of those sub- 
stances known to be intimately involved in the general metabolism and 
frequently depressed in infertility, menstrual disorders, obesity, habitual 
abortion, and pregnancy. 


(An Indicationalized Formula) 
Thyroid substance USP... O0.5gr. Riboflavin... ....... 10mg. 
Thiamine .......... 3.0mg. Choline dihydrogen citrate 300 mg. 


Dosage: 1 to 3 tablets daily e« Supplied: bottles of 100 tablets 


bibliography 


(1) Cowgill, G. R.: The Physiology of Vitamin B, The Vi ins, A Symp American Medical 
Association, 1939, pp. 159-179. (2) Paul, W. D.; Daum, K., and Kemp, C. R.: J. Iowa State Med. 
Soc. (April) 1947. (3) Williams, R. D., and Kendall, E. C.: J. A. M. A. 121:1412, 1943. (4) Gubner, 
R., and Ungerleider, H. E.: Am. J. Med. 6:60 (Jan.) 1949. (5) Stamler, J.; Bolene, C.; Levinson, E., 
and Dudley, M.: Endocrinology 46 :382 (April) 1950. 
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Actual photograph of a heart showing marked abundance of epicardial fat. 
Pathologist’s diagnoses: ‘obesity; left ventricular hypertrophy; pulmonary edema 
and congestion; fatty infiltration of liver; fatty infiltration of pancreas.” 


The heart of an overweight patient 


Weight reduction—of even a few pounds—is often the surest means 
of lengthening life and diminishing future illnesses. 


‘Dexedrine’ Sulfate curbs appetite, makes it easy for the patient to adhere to 
a low-calorie diet and thus to reduce weight safely—without the use (and risk) of 
such drugs as thyroid. Smith, Kline & French Laboratories, Philadelphia 


Dexedrine’ Sulfate canes. 


a most effective drug for control of appetite 


in weight reduction 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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elixir 


Interest in life and living 


When the patient settles down to ‘‘the completion of life,’’ depression can so easily 
get the upper hand. The seemingly endless, daily routine of living is approached 
with apathy, inertia and lack of interest; and the patient’s own outlook on life 
drags him down the path to eventual break-up—physical as well as mental. 


For such a patient ‘Dexedrine’ Sulfate is of unequalled value. Its uniquely 
‘‘smooth”’ antidepressant effect restores mental alertness and optimism, induces 
a feeling of energy and well-being—and thus has the happy effect of once again 
reviving the patient’s interest in life and living. 

Smith, Kline & French Laboratories, Philadelphia 


Dexedrine* Sulfate 


the antidepressant of choice _ tablets « elixir 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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most potent antihistamine 


APC formula. 


| 
“Coricidin seems to be the most t drug...) 
| Nasal symptoms are abolished in practically 
antihistamine produced such uniformly good relief 


sul lk 


a neglected factor in OBESITY 


a combined hunger 
and appetite 
depressant 


To depress or curb the appetite in obesity by therapeutic 
means is simply not enough. Intense gnawing hunger and 
excessive appetite may combine a twin torment for obese 
patients far beyond their power of resistance. 


OBOCELL, based upon the newer concepts of hunger and 
appetite mechanisms, safely guides the obese patient 
through the psychologic hardship of a reducing regimen. 
Each OBOCELL tablet supplies dextro-amphetamine phos- 
phate (5 mg.) to curb the appetite,’ plus methylcellulose 
(150 mg.), an indigestible, non-nutritive bulking agent of 
proven superiority in suppressing bulk hunger.” Thus 
OBOCELL, a therapeutic substitute for will-power, contrib- 
utes bulk residue lacking in obesity diets, elevates the 
mood and turns the ordeal of a strict reducing regimen 
into happy cooperation. Supplied in bottles of 100, 500, 
1000 at prescription pharmacies everywhere. 


1. Albrecht, F. K.: Ann. Int. Med. 21: 983, 1944. 
2. Hoelzel, F.: Am. J. Dig. Dis. 14: 401-404, 1947. 
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Assembly Program Wins Praise 


Dear Sir: 

We believe that your plan for a “new style” medi- 
cal meeting deserves congratulations and perhaps emu- 
lation in other medical professional bodies. For that 
reason, a preliminary copy of your proposed 1951 pro- 
gram would be of value to us in conferring with this 
Society's officials and committees in planning our own 
annual and district scientific programs. 

We should also be interested in the final copy of 
the 1951 program when it is off the press, and we 
would be delighted to recommend that excerpts be 
run in a prior issue of the N. C. Medical Journal. 

James T. Barnes, 
Executive Secretary 
Medical Society of the 
State of North Carolina 


I hasten to congratulate you on the program for the 
Third Scientific Assembly of the American Academy 
of General Practice. This is one of the most progressive 
efforts of its type of which I am familiar. It is further 
proof of the vigor, vision, and progressive spirit of the 
Academy. The officers, Program Committee, and your- 
self are to be congratulated for again “showing the 
way.” 

Frankurn D. Murpeny, M.D., Dean 
University of Kansas 
Medical Center, Kansas City, Mo. 


Scientifically Speaking 


Dear Doctor Alvarez: 
As a member of the Editorial Advisory Board of 
GP, I have followed that periodical with a good deal of 
interest. Since I am on the Board, I do feel free to 
criticize some of the statements that have been made 
concerning urologic subjects from time to time. 

On page 79 in the August issue an inquirer is told 
that “today by all odds the best operation is the one 
of transurethral resection. Experts in this field practi- 
cally never do the old dangerous bloody operations any 
more.” While this is true in general, I think that it 
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should in all honesty be qualified. There are a few pa- 
tients whose prostates are too large, whose urethras are 
too small, or whose hips are fused in a position which 
does not permit transurethral resection and here supra- 
pubic or retropubic enucleation may be done by a qual- 
ified urologic surgeon with at least a decent risk, and 
I think that this fact ought to be pointed out some- 
where in your pages. Please bear in mind that this 
statement comes from what may well be described as 
an addict of transurethral resection since 1 must treat 
approximately 95 per cent of my prostatics in that fashion. 
However, it is not a good plan to condemn an operation 
which may be obligatory in some circumstances. 

On page 32 in the October issue the work of Rob- 
ert F. Gehres, using Versene for the dissolution of 
stones, is quoted. I think that your comments should 
have noted the fact that Gehres reported one or two 
cases in which the stones were not influenced by Ver- 
sene and that some patients appear to get a good deal 
of irritation from its local use. We have used it in 
several cases and have seen thus far no evidence that it 
has any influence upon certain types of urinary calculi. 
We are not yet prepared to comment on the composi- 
tion of the resistant calculi. 

A third criticism concerns a statement on page 77 
in the October issue in which it is stated that “the 
treatment for the condition (carbon tetrachloride ne- 
phrosis) is transperitoneal lavage, such as is described in 
the Mayo Clinic number of the Medical Clinics of 
North America for July of 1948.” 

I think I am perfectly safe in saying that there is 
no condition for which one may say categorically that 
the treatment is peritoneal lavage. It should be pointed 
out that one should treat such conditions including 
transfusion reactions, with rigid restriction of fluid so 
that no gain in weight occurs and with close control of 
electrolyte balance so that severe acidosis is, if possible, 
avoided, and that such heroic measures as peritoneal 
lavage and use of the artificial kidney should be 
avoided until it is evident that recovery will not occur 
with less dangerous if less spectacular methods. It is 
my conviction that the majority of patients with the 
so-called lower nephron nephroses are killed by over- 
hydration rather than by the disease itself. 

(Continued on page 21) 
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A new formula 


for nourishment! 


Delicious! 


Concentrated ! 


nutrient powder 


Each 100 Gm. of DELMor® contains: 


CARBOHYDRATE 


(N x 6.25) derived from milk and soybean 


derived fromcane, milk and grainsugars and soybean 20 Gm. 


Calcium 600 mg. 
Phosphorus 440 me. 
Iron 15 meg. 


Thiamine HCI (vitamin B,) 10 meg. 
Riboflavin (vitamin Bz) 10 mg. 
Pyridoxine HCI (vitamin Be) 1 me. 
Calcium pantothenate 5 me. 
Niacinamide 100 mg. 
Ascorbic acid (vitamin C) . 100 me. 
VitaminA ..... 4,000 U.S.P. units 
Vitamin D ile hee 400 U.S.P. units 


Whole liver substance, together with other natural fac- 
tors of the vitamin B complex, including vitamin Byz2 1 Gm. 


DELMor is a new and exceptionally useful 
formula for supplementing presurgical, 
obstetric, or convalescent diets with 
highest quality whole protein and other 
essential nutrients. A deliciously flavored 
powder, DELMoR may be given cooked or 
uncooked, with any kind of food, or 
between meals. Supplied in 1-lb. and 5-Ib. 
bottles. Literature and recipes on request. 
Sharp & Dohme, Philadelphia 1, Pa. 
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(Continued from page 19) 

I think on the whole that the editors and publishers 
of GP are to be complimented on the excellence of 
the periodical. I have particularly enjoyed the concise 
paper of Colston on carcinoma of the prostate in the 
last issue. 


C. D. Creevy, M.D. 


Minneapolis, Minnesota. 


We welcome Doctor Creevy's letter and hope to re- 
ceive many more like it. We want the members of the 
Academy, members of the Advisory Board, and all 
others of our readers to feel so interested in this, their 
magazine, that they will take a hand in its affairs when- 
ever they feel the urge. This will make for a live publi- 
cation. When we make a mistake, tell us about it.—Ep. 


“Most Readable” 
Dear Sir: 

An orchid to the publishers of GP—for giving birth 
to the most readable magazine we have seen! 

Your topography, with an eye to beauty as well as 
readability, is bound to make GP a hit with even the 
sleepiest practitioner who will sit up and take notice of 
the well-spaced, airy columns, touches of color, and 
modern format. And as for content, your selection of 
practical subjects is bound to make yours a library 
magazine, rather than a “waste basket addition.” 

Keep up the good work, and every wish for a long 
and prosperous life for GP. 


J. DeWirr Fox, M.D. 
Washington, D. C. 


Our publicity Director, Kenneth Morris, has just 
shown me a copy of your magazine. I want to com- 
pliment you on the attractiveness of this publication 
and the progress which the American Academy of 
General Practice has made since you opened head- 
quarters here in Kansas City. 

Grorce W. Carts 


Executive Manager 
The Chamber of Commerce 


of Kansas City, Missouri 


Pages and “Bibs” 
Dear Sir: 
Thank you very much for your kind remarks about 
my article and the check which I accept with thanks. 
I want to add that I think you are making a great 
success out of your journal, which is filling a real 
need. My only critical comment is to agree with those 
who believe it would be wiser to have continuous 
pagination and bibliographies at the end of the articles. 
We certainly want to avoid the showy, long bibliog- 
raphies used by many authors, but I think the short 
ones often enable the reader to go into a subject further 
once his interest has been aroused and therefore are 
(Continued on page 23) 
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office 


A new unit designed 
especially for use in the office. Built by | 
the makers of the famous Hospital 
Bovies, known and trusted by leading | 
surgeons throughout the world. : 


genuine GOVE 


... providing the simplicity, safety | 
and dependability of operation which | - 
has characterized Bovie units for twenty- | 
four years. It is ideal 


for office use 


. delivering three electrosurgical 
currents for a host of useful and gratify- 
ing procedures well within the scope of 
office practice. Yet its purchase price is 


at only *390 


Send today for all the facts. There’s 
no obligation. 


LIEBEL-FLARSHEIM CO. 
CINCINNATI 2, OHIO 

GENTLEMEN: 

Please send me at once and without ob- 
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derlé 


Effective against many bacterial and rickettsial infections, as 
well as certain protozoal and large viral diseases. 


The isolation of crystalline aureomycin from 
the fermentation mash is an intricate task. It 
must be done in such a way that inactivation 
or loss of the antibiotic is minimized. In addi- 
tion, the removal of impurities must be so 
complete that the finished product will cause 
a minimum of undesirable side-reactions. 
For this purpose, highly specialized technical 
equipment is employed, in order to effect 
liquid-solid and_ liquid-liquid extractions. 
Vacuum concentration and crystallization 


4a 


4 


are carried out in glass-lined tanks, to avoid 
heavy metal contamination. The tempera- 
ture and degree of vacuum are automat- 
ically controlled by means of precision in- 
struments and the purification of the product 
is carefully followed by laboratory tests. 
Aureomycin is now available in a number of 
convenient forms, for use by mouth and in the 
eye. New forms of this antibiotic of unsur- 
passed versatility are constantly being 
brought out. 


Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION awencav Ganamid cover 30 Rockefeller Plaza, New York 20, N.Y. 
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(Continued from page 21) 
important from the teaching point of view. But this is 
a small blemish in a splendid production. 
Ian STEVENSON, M.D. 
Louisiana State University 
New Orleans, Louisiana 


Open Forum 


Dear Sir: 

It is not often that I feel urged by principle to write 
“a letter to the publisher.” However the treatise by Dr. 
Walter Alvarez, in the September volume of GP de- 
mands comment. After careful reading, I wonder why 
he titled it “Ethics in Medicine.” 

I have known Doctor Alvarez as a writer and speaker 
for many years; I am sure he knows the meaning of the 
word ethics as given in any good dictionary. The word 
used loosely means “a science of moral duty.” Absolute 
ethics affirms an unchanging moral code—neither of 
these apply to what he has written under the title. 

For the sake of brevity, we will skip the rather trite 
examples of the doctor’s choice in handling the patient 
and his family in the “shall I tell them or shall I not” 
dilemma. Let us consider the vicious implication of 
condoning euthanasia in any form, for any reason. 
Morally, it is wrong; scientifically, disease should be 
considered a challenge to fight, not “liquidate.” 

All men are created by God. No creature has a right 
to place himself above this Creator in deciding when, 
or if, another’s life should end. Even Hippocrates, 


5. 


whose “Oath” is still respected, pagan though he was, 
interdicted the use of any “harmful drugs” etc. 

Doctor Alvarez draws such a parallel between the 
sick dog and horse, and the human that I wonder if 
he really believes we all share with them the same ob- 
livity after death. Man’s death is the beginning of his 
eternal life. The sufferings he endures here will be the 
stepping stone to a higher happiness hereafter. This 
must be looked upon with equanimity by any good 
physician. We have drugs to aid them in their suf- 
fering and they should be used, but not to a lethal 
dose knowingly and deliberately. 

As to the snide comment on the religious who still 
think God meant it when he stated in the Command- 
ments “Thou shalt not kill” and that he has to smell 
the stench and clean the beds of the hopelessly ill, he 
would think less of the soul and more of the body 
[sic]—what about the hundreds upon hundreds of re- 
ligious who have taken care of the lepers at Molokai, 
Carverville, India? Maybe they don’t smell badly, or 
maybe Doctor Alvarez is so busy writing he hasn’t had 
time to read. Let us pass quickly over his reference to 
Dean Inge, of all people. 

Our times are perilous enough, our materialism al- 
ready too great, to publish for the consumption of 
thousands of young doctors such doctrine as expressed 
by Doctor Alvarez. He is widely known and widely 
read; the more his responsibility to strengthen the 
moral fibre of his profession, rather than to raise 
doubts in young minds, preach expediency, and at- 

(Continued on page 25) 
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CONTAINING THE NEW CALCIUM SALT— 
CALCIUM LEVULINATE—w/ VITAMINS 


% Richer in assimilable calcium (13.1%) 
% Chocolate flavored—No chalky taste 
* Non-irritating—No side effects 


© EACH TABLET CONTAINS 


INDICATIONS 


© DOSAGE 
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Calcium Levulinat Tetany 

Vitamin B; (Thiamine) 0.5 mg. Arthritis 

Vitamin C (Ascorbic Acid) ........ 10 mg. Skin Conditions 
Vitamin D (Steenbock) 250 U.S.P. Units Muscular Fatigue 


Prophylactic—1 tablet t.i.d. 
Therapeutic—2-3 tablets t.i.d. 


WILCO LABORATORIES 


800 N. Clark St. 


Bone Fractures 
Parathyroid Deficiency 
Pregnancy and Lactation 


Chicago 10, Tl. 
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WITH JUST 2 
DROPS 


—sometimes for six or more hours. A very few 
drops of privine are as effective as greater amounts 
of less potent constrictors.” 


Seuuit, new penser Evatt, C.W.: So. Med. & Surg. 106: 390, 1944. 


PrivineE® HYDROCHLORIDE (BRAND OF NAPHAZOLINE HYDROCHLORIDE) 
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(Continued from page 23) 
tempt to weaken the moral structure whose foundation 
is based on a moral code which can be found com- 
plete in the Ten Commandments. Let us continue to 
be “old-fashioned” enough to maintain our lofty posi- 
tion as healers, never self-appointed executioners. 
Joun H. Gorpen, M.D. 


San Francisco, California 


If the editors of a magazine are to make that magazine 
strong and interesting and influential, shouldn't they 
at times discuss subjects upon which there is a decided 
difference of opinion? We welcome Doctor Golden's 
letter and urge other readers to express their views 
on controversial issues. GP will publish both sides of 
the question.—Ep. 


The G. P. in Civil Defense 


Dear Sir: 

I wish to congratulate the Academy on a good job 
well done. I am referring to the latest decision of the 
National Security Resources Board in relation to the 
civilian defense setup in which every bit of objection- 
able material has been deleted. Since we, in Queens 
County, did an original study on the Hopley Report 
and called the discrepancies to your attention, we feel 
personally proud of the results you attained. 

For a year prior to Korea, while it was a matter of 
general apathy, we have been working on a civilian 


defense plan. Governmental agencies are now becom- 
ing conscious of its importance. The chairman of my 
hospital committee, Dr. Irving Frohman who is Attend- 
ing on medicine and chairman of the Medical Board at 
Rockaway Beach Hospital, has worked hard on both of 
these projects. We are instituting the practice of in- 
corporating a 15-minute lecture on one phase of the 
medical aspects of civilian defense in each of our 
monthly hospital clinico-pathologic conferences. Al- 
though this matter is more or less indigenous to our 
coastal areas, we thought it might be of interest to our 
national body. If you wish it, we will be glad to submit 
our complete plan. 

J. Hunter Fucus, M.D. 
Richmond Hill, New York 


The Hopley Report was published in October, 1948. 
It was prepared by the Office of Civil Defense Plan- 
ning of the Secretary of Defense. Later the National 
Security Resources Board was made responsible for 
civil defense planning. The chairman of the Academy's 
Committee on Legislation and Public Policy offered to 
Dr. Norman C. Kiefer, Director of the Health Re- 
sources Office of NSRB, suggestions and recommenda- 
tions on methods of utilizing and integrating general 
practitioners under civil defense plans. The Academy's 
recommendations are based upon the fact that general 
practitioners make up at least 72 per cent of the physi- 
cians who would be called upon to render medical 
care in any national emergency.—Ep. 


UNTIL her physician can observe and treat her 
symptoms, many a woman, even today, faces the 
failing fires of the menopause with confusion... 


Physicians who are no longer satisfied with the limited action 
of replacement therapy alone, are electing to use a MORE 
COMPREHENSIVE TREATMENT for menopausal disturbances. 
Specifically designed for this purpose, Tablet Phen-Orivan, 
Dorsey provides, in addition to estrogenic substances: 


Thyroid to stimulate metabolism and promote a feeling 
of well being; phenobarbital and hyoscyamus to hasten 
relief by sedative and antispasmodic action. 


EACH TABLET PHEN-ORIVAN, 


Ext. Hyoscyomus 
Estrogenic substances 


DORSEY CONTAINS: 


urine, 
pressed os 


occurring, water-soluble, om. 


THE SMITH-DORSEY COMPANY, LINCOLN, NEBRASKA e BRANCHES AT LOS ANGELES AND DALLAS 
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patients can't 


“SLEEP OFF” hypertension... 


prolonged vasodilation should accompany sleep 


as well as the day's activities. (One more reason why 
NITRANITOL is the most universally prescribed 


drug in the management of hypertension.) 


NITRANITOL 


FOR GRADUAL, PROLONGED, SAFE VASODILATION 


When vasodilation alone is indicated. Nitranitol. 
(% gr. mannitol hexanitrate. ) 


eo. When sedation is desired. Nitranitol with Pheno- 
CINCINNATI © USA. barbital. (% gr. Phenobarbital combined with % gr. mannitol 
hexanitrate. ) 


For extra protection against hazards of capillary 
fragility. Nitranitol with Phenobarbital and Rutin. 
(Combines Rutin 20 mg. with above formula.) 


When the threat of cardiac failure exists. Nitranitol 
with Phenobarbital and Theophylline. (% gr. mannitol 


hexanitrate combined with % gr. Phenobarbital and 1% grs. 
Theophylline. ) 
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ELI LILLY AND COMPANY announces 
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improvement in diabetes management 


Clinical evidence indicates that single daily injections of NPH In- 
sulin provide an efficiently timed Insulin effect which closely paral- 
lels average requirements over a twenty-four-hour period. This new 
preparation of Insulin eliminates, in most instances, occasion for 
mixed injections of Insulin and Protamine Zinc Insulin. In severe 
and complicated cases, supplementary doses of Insulin may be 


utilized, if indicated. 


SGitty 


Detailed information and literature pertaining to NPH Iletin (Insulin, Lilly) 


are personally supplied by your Lilly medical service representative 


or may be obtained by writing to 


ELI LILLY AND COMPANY Indianapolis 6, Indiana, U.S.A. 
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Our Responsibility 


As A national organization, the first and chief 
objective of the American Academy of General 
Practice is to promote and maintain high stand- 
ards of general practice of medicine and surgery. 

The essential reason for the progress in medi- 
cine in our great nation today is our national, 
professional, and individual freedom. These 
freedoms must be maintained or our progress 
stops. Private endeavor is the incentive still pres- 
ent in our system that stimulates one onward 
and upward. 

Britons today may be compared to a man 
mounting a descending escalator. If he walks 
upward he continues to descend. Only if he runs 
upward for some time will he ever reach the top. 

It is much easier to preserve freedom than it 
is to recover it after it has been lost. As Dr. 
William C. Black has stated after returning 
from an extensive trip to Europe: “An Island of 
Medical Freedom cannot exist in a sea of State 
Socialism.” 

Lincoln said, “You cannot help men_per- 
manently by doing for them what they could 
and should do for themselves.” 

The high cost of medical care, in some cases, 
is the thing that is forcing a portion of our pa- 
tients to demand some change . . . and of course 
the change proposed is some form of govern- 
ment-controlled medicine. 

Undoubtedly we, as doctors, have a great 
chance to control this. We must be sure that 
adequate medical care is never refused to the 
poor and the needy . . . that medical care, in 
ample amount, be given to the great portion of 
our population at a price they can afford to pay 
without greatly lowering their standards of living. 

Every doctor should aim at maintaining such 
relations with his private patients that they 
could say, “Doctor—if every doctor treated his 
patients the way you have treated me there 
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would never be any thought or desire in any 
patient's mind about demanding socialized medi- 
cine. 

Our individual understanding of each pa- 
tient’s problem, with that patient, is all impor- 
tant. Gain the patient's full confidence and then 
do nothing, ever, that will cause him to lose that 
confidence. Be honest and frank in all matters 
—and especially regarding remuneration. Never 
expect any patient to pay more than he right- 
fully can afford to pay. 


Soviet Science 


Peruaps the best news to come out of Russia 
in years is to be found in the September, 1950, 
number of Physics Today. As most physicians 
know, sometime ago politicians in Russia began 
to take over the professorships in scientific in- 
stitutes. A politician who called himself a genet- 
icist announced, after some poorly conceived 
and poorly controlled experiments, that bour- 
geois genetics was all wrong. He announced that 
acquired characteristics were inheritable. Natur- 
ally, in a backward country like Russia, the bu- 
reaucrats liked the idea that through a short 
course of training they could change a peasant 
into a distinguished professor or a doctor or a 
fine watchmaker. Apparently Stalin sided with 
the politicians and as a result many of the old 
professors of genetics disappeared and haven't 
been heard from since. 

Seeing what was happening, the other re- 
search workers quickly humbled themselves; 
they apologized for their “mistakes” and lack 
of Soviet idealism and tried to survive. The ques- 
tion then arose of how long it would be before 
other branches of science in the Russian uni- 
versities would be taken over by politicians. 

Obviously one of the best things that could 
happen to the world if someday it has to defend 
itself against the U. S. S. R. in a shooting war, 
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would be the exile from Russian laboratories of 
the best of the physicists. It is most interesting 
therefore to find in the June 2, 1950, issue of 
Pravda a statement to the effect that the pro- 
fessors in the Physio-Technical Institute of the 
Academy of Sciences in Leningrad are now be- 
ing attacked and disciplined by the politicians. 
As big a man as Professor Frenkel has been 
made to confess “his ideological errors” and to 
promise that hereafter he will teach only physics 
with a Marxist twist. In order to show full re- 
pentance he is going to rewrite his textbooks. 
The Russian politicians went on to say, “We 
regard this declaration as a great achievement of 
the work of our Party organization, which found 
the way to set such a prominent scientist as Pro- 
fessor Frenkel on the right. Our duty in the 
future is to help Professor Frenkel not to stray 
any more.” 

A politician went on to say, “The Academic 
Council of the Institute has also greatly changed 
the character of its work. At the meetings of 
the council questions have begun to be dis- 
cussed which are connected with the fierce strug- 
gle on the ideological front now raging in the 
science of physics. ‘Creative brigades’ have been 
formed, which have been busy figuring out how 
a good Marxist should regard quantum me- 
chanics and the theory of relativity. We hope 
that these creative brigades will be able in the 
near future to publish some works directed 
against the bourgeois perversions in these most 
important fields of physics.” How wonderful 
that politicians are now forming “creative brig- 
ades” to set men like Einstein and Max Planck 
on the right path! 

The politician later rather let a cat out of the 
bag when he said, “However, in spite of all this, 
there are several shortcomings in the Institute. 
. . . The buildings are in bad condition; some 
of them have not yet been repaired. . . . Soviet 
physicists, like all Soviet scientists, understand 
and appreciate the care of the Party and the care 
of the greatest scientist of our epoch, our leader 
and teacher, Comrade Stalin”! 

One of the weaknesses of dictators and the 
countries that are ruled by them is the tendency 
of ignorant bureaucrats to put quacks of all 
kinds into their universities. Hitler put quacks 
into his medical schools and retained one as his 
personal physician. One of the first things that 
Peron did in the Argentine was to take away the 


laboratory and library from the one outstand- 
ing world-respected scientist that Argentina had, 
Professor Houssay. One of the first things that 
the Nazis did was to drive out of their country 
most of their ablest physicists. Later, when with 
the new radar and other physical devices, the 
allied airplanes were driving the German planes 
out of the skies, Goebels wailed that his coun- 
try greatly needed the physicists, but it was too 
late to get them back and to treat them with 
honor. 

One reason why we physicians do not want 
socialized medicine is that this would doubtless 
put into the hands of bureaucrats the deciding 
whether or not to permit some brilliant young 
physician to do research or proceed with needed 
graduate education. Doubtless their first and 
natural impulse would be to deny the request; 
and their word might be final. It is not difficult 
to visualize the results of such policy. The ex- 
amples are, unfortunately, legion. 


Curare-Like Drugs 


Unrit recent years, curare was rather a rare 
drug which reached the market in an impure 
form. It was prepared by the Indians of the 
Amazon Basin, and few men knew how they 
made it. Incidentally, it may interest some physi- 
cians to know that our word toxin comes from 
a Greek root meaning a bow and also the yew, 
the best tree from which to get wood for a good 
bow. The fact that the Greeks used the word 
“toxin” for poison would indicate that perhaps 
some thousands of years before Christ, they 
were acquainted with the use of poison on ar- 
rowheads. 

In recent years, curare has grown out beyond 
the field of the physiologic laboratory, and has 
entered the armamentarium of the anesthesiolo- 
gists. They are using it to relax patients so that 
they will not need such large amounts of ether 
or other anesthetics. Curare is used also by the 
psychiatrists when they give electroshock treat- 
ments. It keeps the patient from having a con- 
vulsion violent enough to break bones. With this 
increased use of curare much research has been 
going on here and abroad to find substances 
with a similar action. 

The natural alkaloid d-tubocurarine is ob- 
tained from the bark of some South American 
vines. Recently a number of drugs with a curare- 
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Wuize human beings are, in a broad sense, all 
of a pattern, one of the most interesting things 
about them is their variability. Any anthropolo- 
gist can point out differences in varied racial 
stocks, and even the general public knows that 
there are humans whom we speak of as pygmies 
and others, such as the northern Scots and the 
Scandinavians, who tend to be oversized. As to 
mental qualities, the consensus tends to the 
view that, given equal opportunities for edu- 
cation, there is not much difference in the men- 
tal capacities of different races. 

All of this has a very practical bearing on the 
problems of medical practice for, as disease is 
technically “any departure from a state of 
health,” it is obvious that such departures can- 
not be assessed without knowledge of the limits 
of normal. One does not need to look back many 
years to realize that our concept of the normal 
changes from time to time. At the end of the 
Nineteenth Century, for example, much was 
written about ptosis of the abdominal viscera, 
Glenard’s disease as it was often called, and it 
was only after the development of x-ray tech- 
nics of gastrointestinal examination that we real- 
ized that there were striking variations in the 
gastrointestinal arrangement of normal individ- 
uals. While abnormal dislocation of the abdom- 
inal contents could occur, we had been unaware 
of the limits that separated the normal from the 
pathologic. 

The same situation probably still exists in 
some other fields of human anatomy and physi- 
ology despite our continual attempts to delimit 
the normal from the abnormal. For example, 
take the question of height. We now call cer- 
tain perfectly healthy individuals giants because 
they exceed in height a purely arbitrary meas- 


“You cannot equalize anything about human beings except their income.”—Georce BerNarp SHAW 


What Do You Mean, Normal? 


urement of 82 inches and others dwarfs because 
they are less than 52 inches in height. Of course 
there are also giants and dwarfs whose stature 
is definitely due to pathologic factors. Our ideas 
as to the height-weight ratio are based on the 
massive statistics of the life insurance companies 
who publish tables not of normal but of average 
weights at different age periods. At best such 
tables give but a rough estimate, and the physi- 
cian must use his judgment as to whether a 
given patient is over- or underweight by taking 
into account such factors as inheritance, the 
bony iramework, and the bulk of the muscu- 
lature. 

As to physiologic data, this discussion was 
sparked by a recent article on blood pressure by 
Master and his associates in the Journal of the 
A.M.A., August 26, 1950. This study clearly 
shows that our current conceptions as to the 
line between normal and abnormal blood pres- 
sures have probably been erroneous, even if we 
remember that negative tests do not absolutely 
rule out early pathologic changes. 

The practical significance of all this lies in 
the fact that we are apt to take too much for 
granted, especially the correctness of data in the 
form of figures and tables. We must constantly 
bear in mind that these are not mathematical or 
chemical formulae but approximations only, and 
that not for diagnostic reasons alone but also 
because of adverse psychologic effects on _pa- 
tients, in each case we must try to decide as 
nearly as possible where the normal ends and 
the abnormal begins. If we do not do this, we 
may lead normal patients to believe that they 
are suffering from serious complaints. 

—Georce Biumer, M.D. 


Emeritus Professor of Medicine, Yale University 


like effect have been synthesized and introduced 
into medicine. The difficulty with all of them 
is that the margin of safety is none too large, 
and occasionally a patient will die even when 
adequate artificial respiration is maintained. 
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What curare does is to block transmission of the 
nervous stimulus at the neuromyal junction. 
An article on the evaluation of the new cura- 
rizing agents in man appeared in the October 
7, 1950, number of the J.A.M.A. It is by K. R. 
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Unna and his colleagues. According to their ex- 
periments, decamethonium bromide, or C-10, 
surpasses all other similar drugs in its potency. 
The duration of action was shortest with deca- 
methonium and Flaxedil, intermediate with di- 
methyl-tubocurarine iodine, and longest with 
tuborcurarine chloride. Repeated doses of the 
two last-mentioned drugs were cumulative when 
given at intervals less than 45 minutes. 

Neostigmine methylsulfate mitigates but does 
not completely abolish the effects of a subse- 
quent injection of tubocurarine chloride. No ef- 
fective antidote to decamethonium bromide is 
vet known. 

We hope that in the next few years more of 
these drugs will be synthesized, and some very 
useful ones will be found. 


Carcinoma of the Lip 


It 1s a poor commentary on the status of modern 
medicine that of 79 patients who told of having 
had treatment for epithelioma of the lips, only 
12 had had a biopsy taken. This is reported by 
Grant E. Ward and James W. Hendrick in 
Surgery (27:234, 1950). Actually a good biopsy 
should be performed on every suspicious lesion 
of the lip. It is sad to say that on arrival in the 
office of a good surgeon, 44 per cent of the pa- 
tients had easily palpable lymph nodes in the 
neck. In the early stages of the disease a V- 
shaped excision can be performed. Later, the 
problem is more complicated. 

Interestingly, the series on which the authors 
report included 251 men and 8 women. Half of 
the patients were over 60 years of age. Fortu- 
nately, the large majority of cancers were of 
low-grade malignancy. In all but 20 cases, the 
lesion was on the lower lip. 

Ward and Hendrick are in favor in many 
cases of dissecting out the glands in the neck. 
In some cases they used irradiation with x-rays. 
As one would expect, the curability of these 
lesions decreases as the grade of the malignancy 
increases. There was a 95 per cent 3-year nonre- 
currence rate in the cases graded 1, and only a 
38 per cent nonrecurrence rate in the cases of 
lesions graded 4. Better results were obtained 
with surgical treatment than with irradiation, 
but actually, in 69 cases treated by irradiation 
alone, there was a 5-year nonrecurrence rate of 


79 per cent. This is remarkably good. The cor- 


responding nonrecurrence rate in all patients 
treated by surgery or irradiation or both was 
70.1 per cent. 

Another excellent article on cancer of the lip 
is by John B. Erich in the September, 1948, 
number of Minnesota Medicine. He tells of the 
technics used at the Mayo Clinic. He also found 
that 98 per cent of the lesions are on the lower 
lip. The lesions are usually squamous cell epi- 
theliomas. At the Mayo Clinic, it is felt that if a 
lesion on the lip does not heal in 3 or 4 weeks, 
a specimen must be removed and examined his- 
tologically. Such a policy, widely carried out, 
would save thousands of lives. 

In about 39 per cent of the cases reported by 
Erich the epitheliomas were graded | as to ma- 
lignancy; in 52 per cent they were graded 2; in 
8.5 per cent they were graded 3; and in only 0.5 
per cent they were graded 4. Such grading is 
very important for two reasons: (1) it helps 
greatly in the prognosis, and (2) it helps in de- 
ciding whether or not roentgen therapy is worth- 
while. As is well known, tumors of low-grade 
malignancy are not very sensitive to x-rays. 

Many patients who have a definite epitheli- 
oma on the lower lip will also have thickened 
patches of leukoplakia or keratoses elsewhere on 
the lip. These also should be removed. 

When the removal of a large cancer leaves a 
considerable defect in the lower lip, a plastic 
repair is made with the help of a tube flap 
turned up from the upper part of the chest. 

At the Mayo Clinic the use of radium or ex- 
ternal irradiation for primary lesions is confined 
generally to large tumors of grade 4; also to the 
carcinomas of elderly individuals, or of persons 
who are bad surgical risks. 

When it is seen that the submental and sub- 
maxillary nodes are involved, they are dissected 
out, together with the nodes around the upper 
part of the jugular vein. Then if one or more 
of these nodes should be found on microscopic 
section to be involved, the surgeon goes right 
ahead to make a block dissection of the deep 
cervical lymph nodes. 

Erich stated that he and his colleagues have 
found that squamous cell epithelioma of grade 

| practically never metastasizes to the cervical 
nodes unless the lesion has been allowed to be- 
come badly infected and inflamed. Hence, 
patients with epithelioma grade 1 without any 
evidence of extension are not subjected to dis- 
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section of the nodes. Squamous cell epitheliomas 
of grade 2 or 3 are likely to produce cervical 
metastasis. 

Dissection of the cervical nodes is hardly jus- 
tifiable if the primary lesion is graded 4. Under 
these circumstances more can be hoped for from 
irradiation. Actually, as already noted, many le- 
sions of grade 4 can be cured by irradiation. 

Strange to say, there still seems to be a need 
for urging physicians everywhere to pay atten- 
tion to chronic lesions on the lip. Recently we 
saw a man with a cancer of the lip who came in 
because of a peptic ulcer. When we expressed 
more interest in the epithelioma than in the 
stomach, the man said, “Well, I have been 
worrying about that, but my doctor told me to 
forget it!” 


The Short Esophagus 


In THE British Medical Journal (2:1443, 1949), 
J. Basil Rennie, F. D. Land, and S. D. Scott 
Park reported 31 cases of a short esophagus. The 
symptoms of the patients were mainly, difficulty 
in swallowing of solid foods, some pain, and oc- 
casionally the vomiting of a little blood. The 
pain was usually at the lower end of the ster- 
num. It was often burning in nature, and it 
tended to come on immediately after the swal- 
lowing of solid food. The pain often radiated to 
the back or upward behind the sternum. It was 
often relieved by sitting up, and was aggravated 
by bending over or lying down. The authors 
thought that the shortening of the esophagus 
might perhaps be ascribed to some esophageal 
irritation over the years. 

This report may be somewhat misleading be- 
cause in so many cases of short esophagi, the 
patients have no symptoms, or they have a few 
symptoms that cannot definitely be ascribed to 
the esophageal peculiarity. 

It is well to recognize the difference between 
a diaphragmatic hernia and a short esophagus, 
because with a short esophagus there is not 
much likelihood that an operation can be satis- 
factorily performed. Some who used to operate 
fairly often for diaphragmatic hernia are now 
doing so only occasionally. Often they try to 
cure the patient by getting him or her to reduce 
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a stout abdomen. With reduction, there is per- 
haps less pressure in the abdomen, and certainly 
less distress around the diaphragm. 


Epilepsy in Children 


ELECTROENCEPHALOGRAPHY in pediatrics is the 
subject of an article by E. H. Trowbridge, Jr., 
in the Kansas City Medical Journal, May-June, 
1950. It is too bad that many physicians seldom 
order an electroencephalogram, because in many 
cases it would make a difficult diagnosis easy. 
Often it could either confirm the presence of a 
familial tendency to a convulsive disorder or 
it could help to rule this out. Either way, the 
parents of the child would be helped in under- 
standing the problem. 

Interesting is Trowbridge’s statement that 50 
per cent of the convulsions which come within 
the first 2 years of life are hereditary in origin. 
Some of the convulsions coming later can be due 
to congenital defects in the brain, birth injuries 
to the brain, or encephalitis. The majority of 
the seizures that come between the years of 4 
and 12 are of a hereditary nature. The occa- 
sional spell that comes in later life may be due 
to some organic disease, perhaps an arteriosclero- 
sis of the central nervous system. 

The old drugs used in the treatment of epi- 
lepsy in children were sodium bromide and 
phenobarbital. Today more often Dilantin or 
mesantoin, Tridione, paradione, glutamic acid, 
phenurone or Mebaral are used. If the child re- 
acts poorly to Dilantin, mesantoin might well be 
tried. Petit mal and its equivalents can be con- 
trolled often with Tridione, paradione, or glu- 
tamic acid. Phenurone has worked well in some 
cases of psychomotor epilepsy but it has many 
unpleasant side effects. Tridione sometimes in- 
creases the activity of a grand mal, while Dilan- 
tin, mesantoin, and phenobarbital may aggra- 
vate petit mal. Phenobarbital may aggravate a 
psychomotor epilepsy. 

It should be remembered that all the new 
drugs are likely to produce serious or dangerous 
reactions in some children, and hence the blood 
should be watched at frequent intervals, and 
the drug should be stopped the minute any 
distressing svmptoms appear. 
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BY WILFRED C. HULSE, 


Understa nding lhe Meoh olte 


M.D. AND LOUIS LOWINGER 


Department of Psychiatry, College of Medicine, State University of New York 


The alcoholic can be helped by the physician who accepts the fact that 


alcoholism is a symptom, not a disease. Psychogenic, environmental, and 


sociologic factors are involved. The general practitioner should institute 


psychotherapy, the goal of which is abstinence. 


THE MOST MALIGNED, the most misunderstood, 
and the most neglected group of maladjusted 
and emotionally disturbed individuals are the 
large numbers of persons who seek respite 
from their problems and conflicts by a flight 
into drunkenness. The derision and contempt 
directed at the alcoholic is due to social preju- 
dice and ignorance, the result of unfamiliarity 
with the underlying dynamics and the nature 
of alcohol addiction. Physicians are mainly con- 
fronted with the person whose alcoholic sprees 
and bouts are frequent, and whose drinking is 
in the nature of a compulsion, beyond conscious 
control. 

The general practitioner most commonly finds 
in his consultation room the drinker whose 
alcoholism leads to neglect of family and 
business and, if untreated, to deterioration. 
Therefore, we are primarily concerned with the 
acute and chronic alcoholic, and not with the 
social drinker, whose occasional imbibings may 
lead to a state of intoxication. However, in order 
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to understand the alcohol addict we also have 
to take into consideration the lesser forms of 
drinking. 

Social drinking when it is used to avoid a 
problem or conflict, is basically analogous to 
more severe forms of addiction, and necessitates 
some form of psychotherapy to enable the 
patient to handle his environment without re- 
sorting to this form of escapism. Thus, many 
social drinkers differ only in degree from the 
more severely maladjusted chronic and _patho- 
logic drinkers. Therefore, it is incorrect to desig- 
nate a person as a “social drinker” if he uses 
alcohol for the alleviation of emotional conflicts 
or to escape from intolerable environmental 
pressures. The person who drinks to excess, 
whether most of the time or only occasionally, 
is impelled by motives of which he is frequently 
unaware. The physician should attempt to dis- 
cover the alcoholic’s deeper motivations. 

It is only during the last decade that the 
uncontrolled drinker has been considered as 
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an emotionally unbalanced and maladjusted in- 
dividual, and, therefore, worthy of the attention 
of all who are interested in the elimination and 
alleviation of human suffering and illnesses. It 
is of interest to note at this point that a number 
of large corporations have lately accepted this 
viewpoint, and have instituted a_ policy of 
paying sick benefits and pensions to those of 
their employees who are willing to submit to 
treatment after they have been diagnosed as 
alcohol addicts. 


Alcoholism Is a Symptom 


Alcoholism is not a disease but a symptom. It 
is a manifestation of an underlying inadequacy, 
of conflicts involving deep-hidden unconscious 
unacceptable inclinations, wishes, and urges 
which seek satisfaction but cannot find an 
outlet on a conscious level because they contra- 
vene the ethical and moral standards of the 
individual or are unacceptable to his ego for 
other reasons. Thus, it is commonly known that 
many alcoholics have intense dependency crav- 
ings which they mask on a conscious level by 
overt aggressiveness and a domineering attitude 
because it is “unmanly” to be dependent. In 
other instances, the conflicts which impel the 
patient to seek surcease from anxiety in alcoholic 
indulgence, revolve around inadmissable sexual 
inclinations. Strong, but latent homosexual 
drives are frequently found in alcoholics. 

It is important to recognize that maladaptive 
behavior patterns, neurotic manifestations, and 
even psychotic reactions are individual modes 
of dealing with intense and highly disturbing 
anxiety-engendering unconscious conflicts. ‘The 
symptoms and reactions of the hysteric, of the 
obsessive-compulsive, and of those found in 
other neurotic disorders, are symbolic represen- 
tations of unconscious conflicts. In these cases, 
both the symptoms and the maladaptive reac- 
tions are the person’s defense against a physi- 
cally and mentally highly painful state of 
anxiety. Similarly, alcoholism ought also to be 
considered from the point of view that it is a 
means whereby inadequate, and guilt- and 
anxiety-laden individuals deal with their con- 
flicts and problems. 

Neurotics are considered as sick persons who 
are worthy of all the consideration, sympathy, 
and attention due those who are afflicted with 


disease. Therefore, it is desirable that physicians 
discard all bias and prejudice in relation to 
alcoholism, and that they approach the drinker 
in the same way which they would a patient 
who is suffering with a painful and_ highly 
distressing illness. 


Psychogenic Factors 


Since alcohol addiction is predominantly the 
product of psychogenic factors, any attempt to 
approach the problem without attention to the 
psychotherapeutic aspects cannot result in a 
sustained, adequate adjustment of the patient. 
It must be emphasized that in many instances 
the alcoholic (like the neurotic) is unaware of 
the existence of his inner conflicts; he is not 
cognizant of the fact that for him alcohol 
represents a means of escape from unconscious 
conflicts or from a reality that overwhelms him. 

When faced with those of life’s problems 
which are beyond their capacity to cope with, 
some individuals escape the anxiety-provoking 
situation by a flight into neurotic illness; others 
escape by a flight into drunkenness. 

Successful psychotherapy then, must have as 
its objective the uncovering and resolution of 
the deep-seated conflicts, and intense feelings 
of inadequacy which are what drive the alco- 
holic to escape from himself and from reality. 
The alcoholic takes to drink whenever intense 
discomforts Canxiety, etc.) assail him, or when 
the gratification of certain consciously unac- 
ceptable urges or needs can no longer be 
suppressed. In the former state, the alcohol 
soothes and allays the tension; in the latter 
instance, the patient frees himself from his 
inhibitions by means of alcohol and conse- 
quently he acts out deeply felt needs, and 
indulges in urges that he would consider as 
reprehensible and inadmissable on a conscious 
level. The timid, docile, and highly conforming 
individual becomes aggressive and even violent 
when under the influence of alcohol. The alco- 
holic who beats his wife when he is intoxicated 
would perhaps like to beat her when he is 
sober, but then he is prevented from doing so 
by ethical prohibitions and social amenities. 

The generally voiced attitude of the layman 
is that “one shouldn’t mind the drunk, as he 
does not know what he is doing and does not 
mean it.” In terms of psychodynamics, the 


GP @ Volume Ill, Number 1 


4 
4 
2 
ots 


reverse is true: it is during the sober intervals 
that the alcoholic is not “himself.” (The ancient 
Romans were already aware of this fact as is 
evidenced by the Latin proverb: “In vino 
veritas’ — “there is truth in the wine.”) 


The Alcoholic Stupor 


No one would even contemplate putting a 
person found unconscious in the street in a 
county jail. Yet, many people approve of this 
when a person with an odor of alcohol on his 
breath is found in such a state. He is put in 
the county jail “to sleep it off.” The fact is 
that occasionally such unfortunates are found 
dead when the jailer comes around the next 
morning. The physician ought to use his 
authority in his community to condemn most 
forcibly any attempt to behave so barbarously 
toward a frequently seriously ill patient whose 
“crime” is a socially unacceptable, uncontrolled 
behavioristic reaction. An unconscious person 
found on the street, be he an alcoholic, or other- 
wise, belongs in a hospital and not in a jail. 

In many of us, and physicians are no excep- 
tion, the alcoholic, with all his unpredictable 
and socially undesirable behavior, arouses a 
feeling of contempt, and this feeling frequently 
turns to disgust, when the person who is found 
unconscious in the street is not organically ill but 
drunk. As is true of most socially conditioned 
prejudices, such an inhumane attitude is neither 
morally justifiable nor is it consonant with our 
present-day knowledge. 

The hostility felt for the unconscious alco- 
holic by the general public is largely based 
upon the misconception that the patient is 
responsible for his condition; that drinking is 
due to a “weak will” and conscious choice; that 
if the patient “took hold of himself,” he could 
become a respectable member of his community. 
This is most emphatically not the case. The 
drunken stupor is not the result of “conscious 
willing” on the part of the patient. On the 
contrary, the dynamic energies which impel 
the alcoholic to get himself to a point of com- 
plete oblivion are the product of unconscious, 
emotionally disturbing, and conflictive urges 
and drives, i.e., the patient is motivated to blot 
out consciousness by forces of which he is 
neither aware nor capable of controlling. 
Actually, it is widely held that the alcoholic 
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stupor very often has the connotation of escaping 
an unbearable life conflict by death Cun- 
consciousness equals death). Lest this may seem 
farfetched, we should like to point out that 
alcoholics Cand other neurotics and psychotics) 
are frequently subject to intense guilt feelings 
over their aggressive inclinations and other un- 
acceptable urges which engender an unconscious 
desire for self-punishment. In the case of the 
unconscious drunk, the patient resolves his 
conflict over guilt feelings by self-immolation, by 
utterly neglecting his physical needs and thereby 
inflicting upon himself pains and injuries, i.e., 
symbolically, the unconscious alcoholic makes a 
suicidal attempt—and occasionally he succeeds. 

Drinking habits, too, are frequently the 
product of one’s social milieu and also of other 
cultural influences. The Irish love for whiskey 
and for good-humored companionship go hand 
in hand. The French and Italian traditional love 
for wine is related to the fact that their countries 
have for ages been producers of fine vintages. 
The German “academic drinking” among stu- 
dents places a premium on their ability to “hold 
their liquor” as a means of demonstrating their 
manliness. On the other hand, the orthodox 
Jew subscribes to the contempt with which the 
Bible deals with drunkenness (the episodes of 
Noah’s intoxication, Lot and his daughters), 
and when pressed by emotional difficulties, he 
overindulges in eating rather than in alcoholic 
beverages. One rarely hears of a Jewish 
drunkard. Thus social and cultural factors play 
an important role in determining whether an 
individual chooses alcohol or some other 
neurotic means to evade reality and to escape 
from his unconscious conflicts. 


Environmental Factors 


While the basic, motivating forces which lead 
to alcoholism are largely psychologic in nature, 
it is essential that the therapist direct his at- 
tention also to the environmental factors, to the 
economic and social elements which frequently 
pose such difficult problems, or complicate the 
life of the inadequate individual to such an 
extent that he feels compelled to seek solace 
in alcoholic stupor. 

Of these environmental problems, the most 
prevalent and the most disturbing situations 
involve sexual maladjustments, marital incom- 
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patibilities, difficulties with in-laws and other 
family problems, and dissatisfaction with the 
vocation or the job. Frequently, the patient may 
be unaware of the strains which these matters 
place upon him, or he may blame himself for 
failing in circumstances for which he is but 
partially responsible. 

The physician can greatly relieve many a 
patient by a noncriticizing discussion, and by 
sympathetic and understanding advice and 
guidance. In cases where circumstances prevent 
a change in the situation, the physician should 
direct his therapeutic efforts toward altering 
the attitude of the patient in regard to his 
environmental difficulties. Since the attitude 
of the marriage partner is of primary importance, 
it is often desirable that some discussions take 
place in the presence of the wife. The therapist 
should scrupulously avoid any semblance ot 
partiality or critical judgment of either of them 
in the presence of the other. The physician will 
do well to offer encouragement and to play the 
role of mediator and conciliator. 


Enlist the Aid of Social Agencies 


In this connection we feel it desirable to point 


out that the general practitioner will find a 
highly valuable adjunct to psychotherapy by 
taking advantage of those community resources 
which are best equipped and most competent 
to handle individual and family social and 
economic problems. We are referring to the 
social agencies, both public and private, whose 
specially trained staff of general and psychiatric 
social workers handle ably and efficiently the 
above-noted types of difficulties which compli- 
cate and disturb the lives of so many alcoholics 
(and also of every other type of maladjusted 
individual). These agencies can help the alco- 
holic in his vocational adjustment, and with his 
economic, family, and health problems. Further- 
more, social service agencies and other com- 
munity organizations are very often able to 
give help and support to the family of the alco- 
holic at times when the patient is unco-operative 
or too disturbed to make an adequate contribu- 
tion to the upkeep of his family. Therefore, 
physicians are urged to familiarize themselves 
with all those community facilities which can 
be of service in the mitigation of the environ- 
mental difficulties with which alcoholics and 


other maladjusted individuals are so frequently 
faced. Another type of organization which has 
demonstrated its worth, and specifically special- 
izes in the management of the problem is Alco- 
holics Anonymous. 


Alcoholics Anonymous 


This organization was founded about 15 years 
ago, and since then has established itself as 
extremely valuable in the fight against alcohol 
addiction. Most of the larger cities in the United 
States have branches which co-operate with the 
local authorities and the medical profession in 
the handling of alcoholics. The general head- 
quarters of Alcoholics Anonymous, the Alco- 
holic Foundation, which serves all the Alcoholics 
Anonymous branches throughout the world is 
located in New York City and can be addressed 
at Box 459, Grand Central Annex. 

The program of Alcoholics Anonymous con- 
sists of admission, surrender, and action. First, 
a new member must admit honestly to himself 
that he is an alcoholic. In most instances, there 
is considerable resistance on the part of the 
alcoholic to admit the fact that he is afflicted 
with an addiction that is socially and morally 
stigmatized. This resistance must be overcome 
and the alcoholic must confess to his fellow 
members that he suffers from an unmanageable 
alcoholism which has disrupted his life. Next 
he must surrender and put himself in the hands 
of a Higher Power. While Alcoholics Anony- 
mous is nondenominational, certain types of 
patients respond especially well to the strongly 
religious orientation of the group. The final 
step involves working with others to help re- 
establish other alcoholics whose lives have been 
completely disorganized by their addiction. 

Basically, the success of Alcoholics Anony- 
mous may be attributable to the fact that nc 
matter how low he may have sunk, the alcoholic 
finds himself accepted and treated with sym- 
pathy and understanding. He is forgiven his 
failings by persons who are now adequately 
functioning and in good social standing, but 
who were once alcoholics like himself. Thus, 
many men who feel lonely, rejected, and out- 
cast are enabled by Alcoholics Anonymous to 
re-establish their ego by a feeling of belonging- 
ness, sharing common convictions, and all work- 
ing toward a worthwhile goal. 
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In all communities where Alcoholics Anony- 
mous has branches, the general practitioner 
ought to take advantage of their generous and 
capable help in the difficult procedure which 
the rehabilitation of alcoholics entails. The 
physician can count on their help. 


The Doctor's Efforts at Treatment 


From the first, it is advisable to reassure the 
patient that regardless of failures in the past 
with other treatment technics, the attainment 
of total abstinence can be achieved. He must 
be told and made to believe that the best thing 
to do is to stop drinking entirely. The patient 
must be made to admit that his inability to 
manage alcohol is a disease; others can handle 
aicoaol, but he cannot. It is important, too, that 
the physician convince a hostile wiie and other 
relatives, employers, and other interested parties 
that alcoholism is an illness and not due to 
“orneriness.” 

Psychotherapy, which must eventually be 
instituted, can only be effective if the patient 
lias a modicum of comfort; if he is not too dis- 
tracted by highly painful and disturbing somatic 
and psychic symptoms. Since in the hang-over 
phase, many patients feel miserable and are 
afflicted with distressing physical and mental 
symptoms, it is important that the physician 
alleviate them, and only then can he proceed 
with the necessary psychotherapeutic measures. 
Therefore, it is essential that the physician pay 
prompt attention to the mitigation of the fre- 
quently present, highly disturbing vegetative 
manifestations with the help of sedatives. A 
combination of ergotamine tartrate, atropine, and 
a barbiturate has been found to be effective 
in controlling the painful and distressing symp- 
toms with which the alcoholic is frequently 
afflicted. 

In the early phase of the hang-over, the 
physician should try to re-establish in the patient 
habits of orderly living, eating, relaxing, and 
sleeping on schedule, which have become totally 
disorganized during long drinking sprees. 

Frequently, the alcoholic is highly disturbed 
over the feeling that his long-standing excessive 
drinking may have irreparably damaged his 
heart and other important organs. This belief 
leads to a fatalistic and devil-may-care attitude 
and to anxiety which the patient can only allay 
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by further drinking. The physician can, in no 
small measure, mitigate such anxiety by telling 
him that there is no organic impairment or that 
it is only minor, or not as severe, as he had 
been led to believe. 

We have mentioned the fact that patients 
in the hang-over phase can be made to uncover 
their deeper feelings. These patients may also 
express a strong desire to abstain from any 
further drinking. Their contrite demeanor and 
protestations may be so convincing as to seduce 
the physician into believing that, at last, the 
patient has come to realize the error of his ways, 
and is ready to reform and stay away from 
alcohol. Therefore, we must offer a word of 
warning that, despite the seeming sincerity 
of the patient, he is not ready to give up alco- 
holism; that before he can be made to forego 
the modicum of relief that he attains by means 
of alcohol, the drug must be replaced by some 
more effective method of dealing with the 
tensions arising from his basic inadequacy. 


The Patient Must Wish to Get Well 


At this point it must be emphasized that for 
successful psychotherapy, it is a sine qua non 
that the patient show a genuine and sincere 
wish to rid himself of his alcoholism. Therefore, 
it is essential that the therapist recognize the 
uselessness of trying to treat a patient who is 
brought in by some ruse of a family member 
or is otherwise shanghaied in order to undergo 
treatments. The alcoholic is emotionally im- 
mature and just like a child, he rarely comes 
for treatment voluntarily. He must be coerced 
by his family or by social pressure (fear of 
losing his job, or fear of going to jail). How- 
ever, as in child psychotherapy, the initial 
coercion which gets the patient to the consulta- 
tion room, can and must be utilized to win him 
over by sympathy and understanding, and to 
make him accept the therapist as one who is 
genuinely interested in his well-being. Thus. 
it is the task of the psychotherapeutically-or- 
iented physician to exploit fully the first few 
sessions for the establishment of a rapport strong 
enough to hold the patient for a prolonged 
period of time. 

The alcoholic is deeply sensitive about his 
inadequacies; he is intensely disturbed by 
conscious and unconscious conflicts; and, he is 
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usually painfully aware of his feelings of in- 
feriority. Therefore, it is essential that the 
physician show kindness and sympathy; that 
he should not be supercilious in his attitude nor 
betray any evidence of impatience. At no time, 
should he be casual or jocular. 

The physician should show both by words 
and demeanor that he accepts the patient on 
an equal level; that he considers him as a sick 
man who is worthy of attention. The physician 
should always keep his promises, and under no 
circumstances should he deceive or do things 
behind the patient's back. The doctor must of 
course never act as a critical and punitive anti- 
alcohol fanatic or moralizing bigot who, like a 
harsh father, constantly threatens punishment, 
and upbraids, berates, or admonishes, and threat- 
ens with an ignominious fate unless he reforms. 
The physician must be sincere and behave like 
a kind father who by accepting the patient, 
regardless of his past acts, gratifies to some 
extent the alcoholic’s desperate need for affec- 
tion. Furthermore, the patient will be greatly 
helped if he is assured that the physician is 
genuinely interested in his welfare, and wishes 
him to be happy and to enjoy life. The doctor 
should help him to deal with his problems in 
a more mature, and sane manner. 

Since the physician cannot be successful in 
psychotherapy if he is punitive in his attitude 
toward the patient, we feel it advisable to point 
out that immediate and complete abstinence in 
the early phase of the hang-over can sometimes 
not be imposed rigorously in patients who crave 
an occasional drink or two. Under such circum- 
stances the enforced withdrawal of alcohol 
may be considered as a punitive measure, and 
lead the patient to reject all further psychothera- 
peutic efforts. The physical and mental misery 
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of a hang-over may impel these patients to seek 
surcease from their distress by the means that 
they have always used, namely alcohol. There- 
fore, in these exceptional cases it is inadvisable 
on the part o; the therapist to deprive the 
patient completely of his only prop before it 
can be replaced by something better that the 
patient is willing to accept. 


The Alcoholic Woman 


There is a general tendency in the literature 
to ignore the fact that much alcoholic addiction 
is to be found in women. According to Karp- 
man, the proportion of female to male uncon- 
trolled drinkers is about one to five. Since from 
both a dynamic and a therapeutic viewpoint, 
women alcoholics differ from their male counter- 
parts, we feel it advisable to point out some of 
the difficulties that the physician may have to 
contend with when confronted with a female al- 
coholic. 

When a woman ignores the social mores and 
conventions of her milieu by taking to excessive 
drinking, we may be certain that the tensions 
which assail her are so intense that she no longer 
cares by what means she assuages them. Thus, 
as a rule, the woman alcoholic is much more dis- 
turbed even on a conscious level; her conflicts 
are likely to be intense and to revolve around 
complexes which are contrary to the ethical and 
moral standards of her sex and of her back- 
ground. In view of the more severe psychopa- 
thology of the female alcoholic, it need hardly be 
emphasized that she is much more refractory to 
treatment and more difficult to keep in control 
than the male alcoholic. However, women are 
much more amenable than men to a therapeutic 
regimen which involves religious conversion. 


At THE JuNe MEETING of the A. M. A. in San Francisco, one of the most interesting appa- 
ratuses shown was one devised by Dr. Reginald C. Bickford of the Mayo Clinic. 

As a patient goes to sleep the brain waves as shown in the electroencephalogram calm down 
and lose their energy and their amplitude. Bickford used this change to shut down on the amount 
of anesthetic being given. Then as the patient's sleep becomes less deep and the waves become 
stronger, a valve opens and more anesthetic again is given. 


The apparatus has already been used successfully in more than 50 cases. 
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University of Illinois, College of Dentistry, Chicago 


Ora and facial cancer takes an annual toll of 
over 6,000 persons in the United States. In a 
recent survey in the state of Connecticut, can- 
cer of the head and neck constituted 15 per cent 
of all cancer, and oral cancer alone constituted 
5.8 per cent. 


Cancer of the buccal cavity and pharynx is 
found four times more often in men than in 
women. Cancer of the skin also occurs more 
frequently in men. White women and the Negro 
show less cancer of the skin, lip, and mouth. 

Sailors and farmers who are subject to pro- 
longed outdoor exposure in sun and wind show 
a high rate of lip and skin cancer. Consequently, 
this condition has been termed as “farmer's or 
sailor's skin.” Cancer of the lip is found more 
commonly among fishermen who frequently 
hold a tarred needle between the lips when re- 
pairing their nets. Another instance of occupa- 
tional oral cancer of the buccal mucosa has been 
observed among workers in pitch. 

The presence of chronic irritation alone, how- 
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Cancer of the oral cavity and face is a common form of cancer. It may be present 
without producing symptoms. Oral and facial examination and microscopic study 
of biopsied tissue are the most reliable methods of detecting cancers when they are in a 


curable stage. Surgical removal and radiation are the accepted methods of treatment. 
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ever, appears to be insufhicient to cause cancer. 
The time and duration of the irritation plus the 
susceptibility of the patient to cancer are im- 
portant factors. Cancer may not appear until 
after many years of chronic irritation. 

Chronic irritations of either a mechanical or 
chemical nature may play a role in the produc- 
tion of cancer, particularly in initiating the le- 
sions. Mechanical irritations, such as ill-fitting 
dentures, rough and jagged teeth, and repeated 
injuries have been regarded as possible carcino- 
genic factors, especially when the irritation is 
continued over a long period of time. Burned 
areas which heal and break down repeatedly 
may become malignant. Mouth cancer is also 
unusually frequent in a certain tribe in India 
which smokes cigars with the lighted end in the 
mouth. Here we have a multiple source of irri- 
tation: frequent burns and concentrated doses 
of tobacco tars. A high incidence of cancer of the 
mouth has been found in the Orient where the 
chewing of betel nut quids is common. There is 
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still considerable disagreement on the question 
of the carcinogenic effects of tobacco. 

Dietary deficiencies may be involved in sus- 
ceptibility to cancer. The degenerative changes 
associated with avitaminosis B are regarded as 
significant in the etiology of oral cancer. 


Early Detection and Diagnosis 


Early diagnosis is the greatest single factor in 
successfully combating cancer. The educational 
program of both private and fedezal agencies, 
which has been focused on promoting early di- 
agnosis is, therefore, of primary importance. It 
has been pointed out that current cancer mortal- 
itv could be reduced one-third to one-half 
early symptoms were given adequate medical at- 
tention. Studies have shown that delay in diag- 
nosis has resulted only in part from the patient's 
ignorance and neglect. Delay has also been due 
to failure of the first physician who saw the pa- 
tient to make the correct diagnosis. 

Progress in the early detection of the disease 
is highly desirable, since the percentage of “cures” 
is increased in direct proportion to how early it 
is recognized. The percentage of potential 
“cures” is higher in the mouth, lip, and skin 
than elsewhere. These are the sites that both the 
physician and the dentist can readily observe 
in everyday practice. It has been estimated that 
80 per cent of deaths caused by cancer of the 
mouth could be averted by early diagnosis. 

The most important single factor in the early 
diagnosis of oral and facial cancer is the con- 
stant alertness of the patient as well as of the 
physician and dentist. Cancer should be con- 
sidered first in the differential diagnosis. The 
early signs and symptoms may often be vague 
and obscure. The early stages of cancer of the 
mouth and face are, therefore, not alw ays read- 
ily recognized. Unfortunately, pain is a late 
symptom of cancer, not an early one. 


General Signs and Symptoms 


The occurrence of the following conditions 
in any lesion should bring a strong suspicion, if 
not a positive clinical diagnosis of cancer: (1) 
Chronicity, (2) Induration, (3) Tumefaction, 
and (4) Ulceration. 

Any induration, no matter how slight, which 
is recent in origin and is increasing in size, or 


any ulcer which fails to heal within two to three 
weeks, should be considered to be cancer until 
disproven. In the oral cavity and face, carci- 
nomas may be multiple. If a patient develops 
one carcinoma on the basis of leukoplakia for 
instance, the possibility of the patient develop- 
ing another cancer is higher than in an indi- 
vidual without cancer. The discovery of one 
cancer requires that the patient be examined 
periodically to ascertain that the original growth 
has been controlled; that no other local sites have 
developed new cancers; and that there has been 
no spread. 

In its earliest clinical stages the cancer is 
small, innocuous in appearance and _ painless. 
Consequently, either proper treatment may be 
delayed or the wrong treatment may be given, 
such as the application of caustics which aggra- 
vate the disease. The progress of cancer in the 
soft vascular mucous membrane of the mouth 
is often quite rapid. Within two or three weeks, 
a small carcinoma of the mouth may become 
transformed from a strictly localized lesion into 
an ulcerating, rapidly growing, and infiltrating 
one. Delay in determining the nature of either 
a small innocuous appearing nodule or fissure, 
because of failure to evaluate positive clinical 
data and to perform a biopsy, permits many an 
early, easily treatable cancer to reach an ad- 
vanced stage. Then it either entails a serious 
therapeutic procedure or offers a poor prognosis 
under any treatment. It is only in the late 
phases that the commonly described symptoms 
of anorexia, anemia, weight loss, weakness, and 
large masses are seen. When cancer is diagnosed 
at this late stage, it usually cannot be treated 
successfully. 

Although one thinks of cancer as a disease of 
later life, it must be pointed out that it does oc- 
cur and is not at all rare in children. Cancer is 
a common cause of death in the age group up 
to 14 years. Cancer should therefore not be ruled 
out because of the youth of the patient. 


Types of Cancer 


1) Carcinoma. The epidermoid or squamous 
cell carcinoma is the type which most frequently 
attacks the oral mucous membrane and skin. 
Generally carcinoma can be classified according 
to the principal direction of growth, into two 


groups: (a) Exophytic and (b) Endophytic. 
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The exophytic type of carcinoma, although it 
does infiltrate and proliferate inward, is char- 
acterized primarily by a prominent fungating 
growth, the surface of which soon becomes ul- 
cerated, and secondarily becomes infected. This 
type of carcinoma is described as outgrowing, 
one growing toward the examiner and away 
from the patient. It is usually of a relatively low 
degree of malignancy and its tendency to distant 
spread is not high. 

The endophytic type of carcinoma, although 
it does grow outward to a small extent, is char- 
acterized primarily by a relatively smaller, sharply 
punched-out ulcerative, superficial area with in- 
filtration of the tumor into the depth. This type 
of carcinoma is described as ingrowing, away 
from the examiner and toward the patient. This 
smaller and less spectacular-looking tumor is 
usually of a higher degree of malignancy than 
the exophytic type and consequently does not 
have as favorable a prognosis. 

A fissure type occurring between the lateral 
base of the tongue and the anterior tonsillar 
pillar is frequently missed. The junction of the 
pillar and the base of the tongue should there- 
fore be examined with great care. One of the 
earliest complaints of the patient may be either 
referred pain to the ear or a mass which is 
located in the neck. 

2) Sarcoma. Sarcomas usually arise within 
the jaws, or closely associated with them. They 
may cause an enlargement of the bone. Prolifer- 
ation of bone occurs in the osteogenic sarcoma. 
Consequently, when palpated, they are very 
hard and fixed. In the early stages, when no 
clinical signs may be apparent, the roentgeno- 
grams may be of value. Eventually, swelling and 
deformity of the face become apparent. The rate 
of growth is frequently quite rapid. 


Complete Oral and Facial Examination 


The systematic examination of the oral cavity 
and face as part of physical diagnosis has been 
a neglected phase in medical and dental prac- 
tice. Of the various cavities of the body, the 
mouth is readily accessible and the easiest to 
examine and often yields significant informa- 
tion. It permits a gross and detailed view of a 
mucous membrane without either special in- 
strumentation or approach. At the same time, 
it contains a number of different structures 
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which are influenced characteristically by local 
and systemic disease. 

If obscure lesions are to be noted, the technic 
of oral and facial examination must be careful 
and exacting. Too frequently the oral examina- 
tion is a cursory one. There is neglect in the 
recognition and diagnosis of not only the early 
signs and symptoms of cancer but also other 
conditions. A method of complete examination 
should be established that can be followed and 
can be developed into a habit. It should proceed 


systematically, preferably in the following order: 


Extraoral examination 

1. Face 
- Parotid and submaxillary salivary glands 
. Submaxillary and submental lymph nodes 
. Jaws and temporomandibular joint 
. Neck and cervical lymph nodes 
. Lips and corners of mouth 


Intraoral examination 
1. Teeth, gingiva, and alveolar bone 
2. Mucous membrane of lips and cheeks and papillae of 


parotid ducts 
3. Floor of mouth, sublingual gland and submaxillary 
duct 


. Tongue (all surfaces) 
. Palate (hard and soft) 
. Tonsils and tonsillar pillars 


NOM 


. Posterior pharyngeal wall 


The order of examination is arranged so that 
the extraoral structures are examined first, the 
anterior intraoral structures next, and the pos- 
terior oral and pharyngeal structures last. This 
sequence also permits the patient to become ac- 
customed to the examination so that he will be 
better able to co-operate for the more difficult 
oropharyngeal part of the examination. 

Inspection requires adequate light for both 
extraoral and particularly intraoral visualization. 
During the systematic oral examination, unsus- 
pected cancer may be detected early and readily 
as contrasted with the detection of cancer of the 
rest of the gastrointestinal tract and of other 
viscera where either special instruments or tech- 
nics are required. 

Palpation in a complete oral and facial exam- 
ination is of great value in diagnosis. It should 
be done gently but nevertheless thoroughly. 
Rough handling of malignant tumors may hasten 
the cellular spread. It must be pointed out that 
the examiner's hand should be gloved in pal 
pating unknown lesions. Usually the mass can 


be palpated best between the thumb and index 
finger. 

Extraoral palpation is extremely important in 
attempting to determine whether oral carcinoma 
has spread to the submental, submaxillary, or 
cervical lymph nodes. Upon examining the re- 
gional submental and submaxillary lymph nodes, 
cmnel palpation alone may sometimes fail to 
reveal any changes. However, if extraoral pal- 
pation is contidned with the placing of the index 
finger of the opposite hand along the floor of the 
ennai to fix the mylohyoid mente. a lymph 
node that is even only slightly enlarged may be 
readily palpated. This examination can be fur- 
ther aided by positioning the patient's head for- 
ward, downward, and laterally. In this way the 
skin and fascia are relaxed over the area to be 
examined. 

When a definite intraoral lesion is preseri, 
palpation vields information as to the comsis- 


tency, sensitivity, extension, or infiltration, and 
the relation of the lesion to the adjacent struc- 
tures. Carcinoma is usually firm and fixed to the 
underlying structures. 

When palpation reveals loose teeth, it is very 
important to determine the cause of this loosen- 
ing, especially when it is limited to a single 
tooth. This may be the first sign of the devel- 
opment of cancer in the region of the tooth. 

The importance of the early recognition of a 
cancerous process in either the mouth or face 
makes it necessary that the examiner be well 
informed regarding the early clinical signs and 
Figure 1. Diagram of histogenesis of a carcinoma correlated with symptoms of this process. The insidious onset 
gross clinical findings. A. normal. B. subclinical stage (incipiency- and the silent (asymptomatic ) early course have 
carcinoma in situ). €. early clinical stage (nodule). D. advanced been emphasized. The need of vigilance and 
clinical stage (ulcer). €. far-advanced clinical stage (metastasis). conscientious care in the routine examination of 
the face, mouth, and pharynx is, therefore, im- 
perative. 


Figure 2. Carcinoma of the lip. A. early clinical stage of carci- 

noma and leukoplakia (1). Because of the leukoplakia, the patient 

was examined periodically. The small, ulcerated carcinoma was 

discovered early on one such examination. B. diagram of spread Figure 3. Carcinoma of the lip. A. advanced clinical stage. The 

of the carcinoma into surrounding normal tissue. ulcerated mass is large (compare with Figure 2), fixed to under- 
lying tissue, infected, and centrally necrotic. B. diagram of spread 
of the carcinoma into surrounding normal tissue. 
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In conducting an oral and facial examination 
both the physician and dentist must recognize 
the early rather than the late signs and symp- 
toms of both primary and secondary cancer. The 
idea should be abandoned that certain charac- 
teristic clinical signs are always necessary for 
the diagnosis of malignancy. Instead a definite 
and standard approach must be developed for 
the management of every suspicious area which 
differs from the normal in order to root out the 
early cancers. 

We shall now discuss the clinical signs and 
symptoms of oral and facial cancer. 


Tumor 


Early clinical stage of cancer. When first seen, 
the cancer may appear to be small. This may be 
because it is still in an early clinical stage (Figure 
2). However, the smallness of the visible lesion 
may also be deceptive because of the “iceberg” 
nature of some cancers. If the cancer is of the 
endophytic type which invades the tissues, the 
small nonulcerated nodule may represent only 
the external part and mark the beginning of the 
clinical and more advanced phase of the total 
cancer process. At this stage, clinical diagnosis 
is extremely difficult and a biopsy is necessary 
to make a final diagnosis (Figures 1 and 7). 
Clinically, it may not differ in appearance and 
palpation from a benign lesion. To discover and 
treat it in the incipient clinical stage assures a 
high probability of cure. A nonulcerated or 
ulcerated lesion of recent origin should be biop- 
sied and submitted at once to a competent 
pathologist for microscopic examination. The 
final diagnosis in these cases is based on the 
microscopic findings. 

Advanced clinical stage of cancer. This type 


Figure 4. A. swelling of the neck. Sole complaints were of em- 
barrassment and inconvenience. B. squamous cell carcinoma of 
the ear. Complete oral and facial examination of patient in A 
revealed a sharply demarcated, ulcerated lesion on the back of 
the ear, proved to be squamous cell carcinoma which had metas- 
tasized to the neck. 


Figure 5. Carcinoma which spread beyond the maxillary sinus. 
A. small dental film with limited view of the area. Note radio- 
lucent area around roots in bicuspid-molar region. Teeth were 
extracted because loose. What was believed to be a granuloma 
was curetted. No biopsy was taken. B. film with larger view of 
area showing regional teeth now absent and extent of radiolucent 
area incompletely visible in A. The “granuloma” proliferated and 
biopsy revealed squamous cell carcinoma. The patient was then 
referred to a specialist. €. postero-anterior roentgenogram of the 
face. Note boundaries of the right maxillary sinus and its radio- 
lucency. On the left, boundaries are indistinct; there is a large 
radiopaque area, and destruction of both maxilla and zygoma is 


evident. 


Figure 6. Diagram of local and metastatic spread of cancer to 
the jaws. 
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of carcinoma is usually fixed to the underlying 
structures because it infiltrates (Figures 1D and 
E, 3). It has a firm consistency if palpated be- 
tween the fingers. When the mass outgrows its 
blood supply, the central part undergoes necro- 
sis and becomes soft and ulcerated. A red, raw, 
granular surface is present which bleeds easily. 
The surface soon becomes secondarily infected. 
With infection and necrosis of tissue, the sur- 
face may take on a gray coloration. A foul odor 
may develop. The lesion may become painful 
and tender to the touch. Chewing, drinking, 
and talking may be distressing. 


Ulcer 


This frequent finding is seen on the lip, cheek, 
floor of the mouth, tongue, palate, or elsewhere. 
It represents a defect in the epithelium and ex- 
tends into the underlying layers of the connec- 
tive tissue. It may be shallow or deep. The 
borders may be sharply defined and irregular 
and the base may be indurated. The surface of 
the ulcer sometimes shows a shaggy membrane 
of necrotic tissue toward the center. 

In the early clinical stages of cancer of the 
lip, there may occur what appears to be an in- 
nocent-looking blister or a thickening which is 
so slight that it is difficult to detect. As the 
growth increases in size and as ulceration de- 
velops, the diagnosis becomes less difficult. 
Nevertheless, cancer of the lip in the early 
clinical stage may be mistaken for either a cold 
sore or a harmless crack. Ulcers of the lip tend 
to crust. Periodically, the crust is lost, leaving a 
raw, bleeding surface, upon which another crust 
soon forms. This is not seen within the oral 
cavity because of the moisture and mechanical 
interference by mastication and trauma. 

Cancer of the cheek is frequently first dis- 
covered by the patient. The tip of the tongue is 
quite sensitive and is continuously exploring the 
oral cavity and may detect a rough spot in the 
mouth early. Any ulcer which fails to heal with- 
in two or three weeks should be considered to 
be cancer until disproven. 

Intraoral ulcers tend to become secondarily 
infected early and may exhibit swelling, redness, 
and pain. It must be pointed out that the ulcer 
of carcinoma of the mouth is also frequently 
secondarily infected, but the ulcer must be 


treated primarily for the carcinoma. Herpes 


simplex, ulceromembranous stomatitis (Vin- 
cent’s), traumatic lesions, tuberculosis, and 
syphilis are a few ulcerative conditions which 
must be differentiated from cancer, but which 
do not necessarily rule out the simultaneous 
presence of cancer. 


Asymmetry 


With the continued growth of the tumor mass 
either in the soft tissues or the bone, there is 
frequently an enlargement of the affected region. 
This may be either intraoral, leading to various 
degrees of obliteration of the oral cavity or 
pharynx, or the growth may be outward as may 
be evidenced by a swelling of the face or neck. 
Frequently the growth is both intra- and extra- 
oral. One should, therefore, think of tumors 
Cbenign or malignant) when asymmetries of the 
face occur. 


Submaxillary and/or Cervical Mass 


The evaluation and diagnosis of the disease 
in any patient is not complete until one has 
searched for the possible spread of the growth. 
Proper treatment and prognosis can be rendered 
only after this search has been thorough and a 
correct diagnosis made. 

Malignant tumors of the face, nose, oral cav- 
ity, oropharynx, nasopharynx, hypopharynx, and 
esophagus tend to metastasize. This is one of the 
characteristics of a malignant tumor. The direc- 
tion of spread is usually along the lymphatics 
which drain from the face and oral cavity into 
the neck (Figure 4). Sometimes the first sign of 
an oral or facial carcinoma is a hard, fixed swell- 
ing in the submental, submaxillary, or cervical 
regions. A patient with such a swelling must 
have a complete examination of the oral cavity, 
the entire pharynx, the maxillary sinuses, and 
the face so that the primary site of growth can 
be located. An expert in examining the hypo- 
pharynx and nasopharynx should be responsible 
for this part of the procedure. If the primary 
lesion is not found, thorough examinations 
should be repeated every two weeks. The pri- 
mary lesion, although quite small and apparently 
innocent looking upon gross examination, may 
actually be highly malignant. 

Spread of cancer to the neck has been noted 
in the first examination of 36 per cent of pa- 
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tients having head and neck cancer. The pres- 
ence of a swelling in the neck is therefore an 
immediate indication for a search for the pri- 
mary lesion in both the oral cavity and face. Too 
often the asymptomatic swelling of the neck is 
believed to be due to spread of infection from 
the teeth and tonsils when actually it is a result 
of spread of cancer. 

Submaxillary and cervical metastases are most 
frequently a result of spread from a malignancy 
above the clavicles. However, it must be pointed 
out that a mass in the cervical, submaxillary, or 
parotid area may be related to a cancer inferior 
to the clavicles. 

Primary swellings of the neck do occur, but 
as a rule they are not malignant. Primary car- 
cinoma of the neck is uncommon. Malignant 
transformation of a lateral cervical cyst (bran- 
chial cleft cyst) is likewise uncommon. 


Loose Teeth 


The cementum of the tooth is connected by 
the periodontal membrane to the alveolar bone. 
Consequently, the destruction of the alveolar 
bone for any reason will result in the loosening 
and separation of the teeth in the affected area. 
¥ One must always think of cancer of the jaw 

if teeth in a restricted area are loose and there 

is no particular gingival or periodontal involve- 
— ment. Tumors, not infrequently, invade the jaws 
either directly such as from the gingiva or the 
maxillary sinus (Figure 5), or by metastasis (Fig- 
ure 6) and may destroy both the attachment ap- 
paratus of the teeth and the bone. As a result, 
the teeth become loose. If cancer is the known 
cause of loose teeth, the teeth should not be 
extracted without first consulting the physician 
who will treat or is treating the cancer. Extrac- 
tion of these teeth may only increase the spread 
of the cancer. 


The patient complaining of persistent pain 
around the face and jaws, the cause of which 
is unknown, should be suspected of having can- 
cer. The association of pain with oral cancer in- 
dicates that the growth is probably fairly well 
advanced. Pain is not an early complaint unless 
the cancer is located in an area of motion or 
subjected to trauma. Unfortunately, many pa- 


Figure 7. Comparative values of biopsy of (A) early clinical 
stage of carcinoma (nodule) and of (B) far-advanced clinical 
stage (tumor, ulcer, and metastasis). Biopsy of early lesion means 
diagnosis, complete removal, and cure. Biopsy of far-advanced 
lesion means only diagnosis. 


Figure 8. Precancerous lesions of the mouth which may become 
cancerous. However, all questionable lesions should be removed; 
others should be examined carefully and regularly. A. leukoplakia 
of the tongue; note prominent white thickening. 8. leukoplakia 
of mucogingival fold constantly irritated by upper denture. €. pap- 
illoma of cheek frequently traumatized by teeth. It may become 
ulcerated and infected and may bleed. D. painful traumatic ulcer 
of tongue present at least three months. Ulcer base was soft, not 
indurated. A rough carious tooth caused the lesion, which healed 
several days after extraction. Because of chronicity, cancer must 
be considered until disproved. €. chronic fissure in midline of 
lower lip, present over 25 years. It opened during cold weather 
and became infected and painful. €. verrucous lesion of lower lip 
which grows slowly and is often irritated. Some consider it a 
low-grade cancer. 
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tients will not seek aid until pain is present. 
The pain when present results from either sec- 
ondary infection or pressure. 

Secondary infection. Because of the moisture, 
maceration, oral trauma, and oral bacterial flora, 
secondary infection of cancer tends to occur 
earlier in the oral cavity than it does elsewhere. 
With the secondary infection all of the cardinal 
symptoms of inflammation, of which pain is one, 
may be present. If the infection is eliminated, 
the pain from this cause will disappear. 

Pressure. A second cause of pain in carcinoma 
may be due to pressure on the pain fibers of 
sensory nerves. The distribution of the pain de- 
pends in part upon the site of pressure. How- 
ever, the pain may be referred. The patient com- 
plaining of pain around the face and jaws 
should be suspected of having cancer. The pa- 
tient should not be dismissed with a diagnosis 
of trigeminal neuralgia until a thorough exam- 
ination has been made. Sometimes after a period 
of severe pain the patient will state that the pain 
has disappeared, but that numbness is present. 
In such an instance, the tumor probably de- 
stroyed the nerve completely. 

It must be pointed out, however, that pain 
within the oral cavity may be referred from some 
extraoral source. Other conditions, such as naso- 
pharyngeal tumors and intracranial lesions, must 
be considered as possible causes of pain in the 
differential diagnosis. Associated with the pain 
may be other signs and symptoms such as deaf- 
ness and asymmetry of the palate. 


Other Clinical Signs and Symptoms 


Paresthesia and anesthesia. Patients with oral 
carcinoma sometimes complain of either tingling 
or a sensation of numbness along the side of the 
jaw or face. This is caused by the pressure of 
the tumor on the various branches of the sensory 
divisions of the trigeminal nerve. Central tumors 
of the mandible and carcinoma of the maxillary 
sinus are the more common causes. 

Paralysis. Facial weakness or palsy is fre- 
quently associated with carcinoma of the parotid 
gland. The tumor encroaches upon the facial 
nerve and either decreases or eliminates the con- 
ductivity of the nerve impulse to all or a portion 
of the facial muscles. This finding is not seen in 
mixed tumors of the parotid gland. It must be 
differentiated from Bell’s palsy and also from 


those paralyses which are central in origin. 

Paralysis of one-half of the tongue with atro- 
phy and deviation to the affected side may fol- 
low pressure on the hypoglossal nerve. Such 
pressure may come from a carcinoma of the lat- 
eral wall of the nasopharynx or as a result of 
an intracranial lesion. 

Compression of the motor fibers of the man- 
dibular branch of the trigeminal nerve results in 
paralysis of the external and internal pterygoid, 
masseter, and temporal muscles. The soft palate 
is also affected (tensor palati muscle). 

Trismus. Inability to open the mouth can be 
caused by cancer or the secondary infection re- 
lated to it. The area involved is around the 
ramus of the mandible, the masseter, the in- 
ternal pterygoid, and temporal muscles. This 
may be one of the earliest symptoms of a naso- 
pharyngeal tumor which has extended laterally. 

Difficulty in swallowing. Swallowing is difh- 
cult when the tonsillar pillars, pharyngeal walls, 
palate, tongue, or floor of the mouth are in- 
volved. Pain, fixation of structures, or obstruc- 
tion are the immediate causes of the difficulty. 

Bad breath, poor oral hygiene, increased sali- 
vation. A foul and characteristic odor develops 
after an oral growth becomes necrotic and sec- 
ondarily infected. Furthermore, because of the 
associated pain, the patient tends to neglect his 
oral hygiene. Food and its products of degrada- 
tion collect around the teeth contributing fur- 
ther to the bad breath. Associated with this is 
increased salivation. 

Poor speech. Speech may become defective 
either if the tongue has been fixed or infiltrated 
by the cancer or if a large growth is filling the 
oral cavity. Speech is disturbed also when the 
palate, nasal cavity, maxillary sinus, or oral 
cavity have been perforated. 

Hemorrhage. The surface of the cancer may 
bleed because of trauma, but this is not usually 
of great import. In far-advanced carcinoma, in- 
fection and necrosis or invasion of a blood vessel 
of major size may result in a fatal hemorrhage. 


Biopsy 


The diagnosis of cancer cannot be regarded 
as certain if based only on a clinical history and 
examination. The most important step in the 
final diagnosis of cancer is the microscopic ex- 
amination by a qualified pathologist of a prop- 
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erly prepared and representative section of the 
suspected tissue. Many times the clinical diag- 
nosis is doubtful and biopsy of the early small 
lesion (which even may mean its complete re- 
moval) will give us the final diagnosis. Since 
the challenge and aim is to detect cancer at its 
earliest stage, the biopsy is of the utmost im- 
portance (Figure 7). 

As soon as a diagnosis has been made and veri- 
fied by microscopic examination of a biopsy, it 
is imperative that the patient receive immediate 
adequate treatment. Delay is inexcusable. If 
necessary, either the patient or a close respon- 
sible member of the family should be acquainted 
with the need for haste and for a race against 
time. Every day of waiting is one of gain for 
the cancer and loss for the patient. 


Precancerous Lesions 


In the cancer-susceptible individual, lesions 
which are subjected to adequate irritation over a 
long enough period of time may undergo malig- 
nant change. Leukoplakia (white patch), the 
papilloma, the fissure, and the ulcer are the 
common chronic lesions which sometimes be- 
come cancerous in the mouth (Figure 8). Warts, 
moles (especially the dark-colored ones), and dry 
scaly patches on the skin are also to be con- 
sidered. It must be pointed out that not all of 
these will become malignant, so that when the 
term precancerous is used it is done so with 
certain reservations. It is impossible to determine 
which of the precancerous lesions will remain 
benign and which will become malignant. 
Therefore, it is good practice to remove at once 
those apparently benign lesions which are sub- 
jected to chronic irritation or which show signs 
of change. This tissue should be examined 
microscopically. 


Treatment of Cancer 


Successful treatment of cancer is dependent 
upon early diagnosis when the growth is still 
small and contained locally. Any treatment 
which fails to eliminate the cancer in its en- 
tirety is inadequate. There are only two recog- 
nized methods of treatment of oral and facial 
cancer—surgery and radiation. These may be 
used either separately or in combination. The ob- 
jectives in the treatment of oral and facial can- 
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cer should be the maintenance of as nearly nor- 
mal life as possible for the longest period of 
time. This means that the patient's general 
health, oral function, and appearance should be 
minimally impaired. 

The value of methods other than either sur- 
gical removal or radiation in the treatment of 
cancer has not been demonstrated. Use of caus- 
tics is to be condemned. It is not only thera- 
peutically valueless but it is irritating, and by 
giving the patient a temporary but false sense 
of security it delays and postpones proper treat- 
ment. Nothing has vet been discovered in the 
way of diet, pills, salves, vitamins, glandular 
products, or other means which will cure can- 
cer. To waste time and money on them is to miss 
an opportunity for a possible cure. To use these 
unscientific measures is to mistreat the cancer 
and mistreated cancer has a 100 per cent mor- 
tality. 

Surgical treatment. The method by which 
surgery accomplishes its purpose is obvious. It 
requires either the complete removal or destruc- 
tion of all of the cancer cells. This may be done 
by means of excision by use of the cold-steel or 
electro knife, rongeurs and saws, or by means of 
electro, thermal, or chemical destruction of the 
growth. 

Treatment can be accomplished both more 
readily and more satisfactorily when the growth 
is small and localized. When the growth is large 
and has spread, either locally or to a distant 
source, complete removal is more difficult and 
less successful. To insure complete removal of 
cancer, it is necessary to sacrifice a certain 
amount of normal tissue beyond which, on the 
basis of clinical judgment, it is believed the 
cancer has not spread. If a single cancer cell 
remains, it will continue to grow and multiply 
and the treatment is a failure. If the surgeon 
does not eliminate the cancer, the cancer will 
eliminate the patient. It is far better to have a 
permanent recovery with some impairment than 
to have an immediate good cosmetic result fol- 
lowed by an early death. 

Surgical treatment is required not only of 
the primary oral or facial lesion but also of the 
cancer which has spread beyond the oral cavity 
and face. Because carcinoma travels through the 
lymphatics, surgical procedures have been de- 
vised to remove these tissues. Consequently, a 
neck dissection, a procedure whereby all cancer- 
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bearing tissue originating from either the mouth 
or face is removed, may sometimes be the cor- 
rect though formidable procedure in addition to 
merely the local removal of the primary lesion. 

Cancer of the lip and skin of the face spreads 
to the neck late and infrequently. Because the 
metastases from the lip are usually limited to 
the upper neck, sometimes in both submental 
and submaxillary areas, a bilateral suprahyoid 
neck dissection may be performed. Because can- 
cer of the floor of the mouth, tongue, and tonsil 
tend to spread to the neck earlier, more fre- 
quently and more extensively than cancer of 
the lip, more neck dissections are necessary. The 
complete unilateral and occasionally a complete 
bilateral neck dissection will be required. Con- 
siderable controversy exists concerning the time 
and the indications for neck dissection. 

It is not our purpose to discuss details of sur- 
gical treatment. It must be pointed out, however, 
that improved preoperative, operative, and post- 
operative care, have resulted in greater effective- 
ness of surgical treatment. 

Radiation treatment. Radiation is the only 
other accepted method besides surgery for the 
treatment of cancer. Generally, the less differ- 
entiated the cell the more radiosensitive is the 
tumor. Conversely, the more differentiated the 
cell, the less radiosensitive it is. Consequently, 
tumors are frequently classified as either radio- 
resistant or radiosensitive. 


Reconstruction 


After the patient has been treated primarily by 
means of either surgery or radiation, secondary 
care is frequently necessary. If either deformity 
or dysfunction is produced, surgical reconstruc- 
tion (plastic surgery) or prosthetic reconstruc- 
tion may be necessary. Surgical repair is usually 
not undertaken until it has been determined that 
the cancer therapy has been effective. In the 
meantime a prosthesis can be worn. Treat- 
ment should not be considered to be complete 
until there is a satisfactory restoration of both 
function and appearance. 

Surgical reconstruction of acquired deformi- 
ties (plastic surgery). Proper surgical treatment 
of cancer requires complete removal of the 
growth. This procedure, which may include not 
only soft structures but also bone, results fre- 
quently in dysfunction and a defect and deform- 


ity. When the latter is adequately concealed by 
clothing for instance, and function is not seri- 
ously impaired, reconstruction may not be 
needed. When, however, the deformity is on the 
face, some type of correction is necessary in 
order to make it possible for the patient to con- 
tinue without undue embarrassment as a mem- 
ber of society. Plastic surgery is one means 
whereby the deformity can be corrected and 
made less obvious. 

Plastic surgery is that specialty of general sur- 
gery which is concerned with the treatment of 
deformities so that both function and appearance 
are improved. They may be either congenital or 
acquired. In the case of cancer treatment, they 
are the result of purposeful destruction. Thus 
the term plastic surgery is not limited to either 
cosmetic or beautifying surgery. The term re- 
constructive surgery is sometimes preferred. 

Plastic surgery is concerned with: 

(1) Correction of deficiencies by transferring 
new tissue obtained either from the immediate 
surrounding area (sliding flaps) or from some 
more distant part of the body (pedicle flaps, free 
grafts). This phase is the important one uti- 
lized in rehabilitating the cancer patient. (2) 
Removal of excess tissue. (3) Repositioning of 
tissue, usually adequate in amount but not in 
position. 

These three groups include practically all pro- 
cedures in plastic surgery. They are concerned 
essentially with shifting of tissues, either local 
or distant. Because of these procedures, plastic 
and reconstructive surgery has been described to 
the layman as a procedure of “Robbing Peter 
to pay Paul.” 

Prosthetic reconstruction. Replacement of de- 
stroyed portions of the face and mouth after 
treatment for cancer is frequently important so 
that the patient can continue without embarrass- 
ment as a member of society. If the replacement 
cannot be accomplished by the transference of 
human tissue (plastic and reconstructive sur- 
gery), the development and application of an 
appliance made of artificial material (prosthesis ) 
is indicated. Prosthetic appliances are used pri- 


marily on: (1) a temporary basis between the. 


period of production of the deformity and sur- 
gical correction, and (2) a permanent basis 
when the age, health (general and local), and 
inclination of the patient do not warrant sur- 
gical correction. The objections to prosthetic ap- 
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pliances are that they must be applied and re- 
moved at frequent intervals because they may 
cause irritation of the tissues, become unclean 
or loose. For these reasons, some patients who 
initially preferred a prosthetic appliance sub- 
sequently seek a surgical correction of the de- 
formity. 

In the past, various materials such as metals, 
vulcanite, and celluloid were employed. Al- 
though these materials were durable, they 
lacked the texture and translucency of the tis- 
sues. The restoration had a hard, rigid appear- 
ance. The use of prevulcanized liquid latex was 
an advance over previously used materials but 
a serious disadvantage was the shrinkage of the 
material. Hard acrylic resins which are used 
for dentures were next utilized. These too were 
not entirely satisfactory and more recently a 
material was developed which meets nearly all 
of the requirements. This material is a resilient 
(polyvinyl) resin. 

Replacement of the hard or soft palate, the 
maxilla or mandible, the chin, lips, cheek, nose 
or ear, in part or in whole, is frequently re- 
quired. Sometimes the area must be prepared 
surgically for the reception of a prosthesis. As 
in the case of reconstructive surgery, it is usually 
easier to make a reconstruction of the entire part 
than a partial one to supply only the missing 
part. A better result can be obtained in regard 
to retention and matching when a complete ear 


or nose is made rather than only a partial one. 

In addition to the restoration of esthetics and 
function, prostheses serve another important func- 
tion and that is as a protective shield from radia- 
tion. For instance, if the radiotherapist desires 
to radiate a cancer in a particular area, it is im- 
portant to protect those areas which are not un- 
der treatment. This applies particularly to intra- 
oral lesions where it is difficult to protect the 
surrounding areas, especially bones. 

The construction of such appliances is neither 
difficult nor expensive. Dental modeling com- 
pound can be used but it tends to soften and 
become distorted. Vulcanite and the hard acrylic 
resins can also be used in conjunction with lead 
strips. A plastic material containing 90 per cent 
lead powder has been utilized in facial masks to 
protect the skin. More recently, a lead-impreg- 
nated shield made of resilient resin has been em- 
ployed intraorally. In addition to protecting the 
surrounding area, the accurate fit of the pros- 
thesis will maintain the radium in the proper 
position. 


The material for this paper, which was presented at 
the May 10, 1950, session on “Diagnostic and Surgical 
Techniques” of the New York Institute of Clinical 
Oral Pathology, is essentially from the textbook on 
Oral and Facial Cancer written by the authors. Per- 
mission to use the material, including the illustrations, 
has been obtained from the Year Book Publishers, 
Incorporated. 


Corlisone I 


Merck ANp Company have just announced that 
the price of Cortisone to hospitals would be $50 
per gram. A year ago the price was $200 per 
gram. 

Recently E. C. Kendall and his colleagues 
reported a new method of synthesizing Cortisone 
which avoids the use of a very rare and expen- 
sive substance. Now the drug can be made 
more cheaply and abundantly. It is still being 
made from ox bile. Recently a radioactive form 
of the drug has been made so that it can be 
followed through the body. Perhaps in this way 
something can be learned of the ways in which 
it helps people. 

Cortisone and ACTH do not act by killing 
germs. In some unknown manner, these drugs 
provide susceptible tissues with a shield against 
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a wide variety of irritants. Polley of the Mayo 
Clinic has warned that doctors and patients will 
have to be careful not to move crippled joints 
too fast after the pain goes. With too great 
enthusiasm on the part of a physical therapist 
bones can be broken. 

Already more than 3,000 patients with rheu- 
matoid arthritis have been treated with Corti- 
sone. In practically every case the patient has 
been given help. There has been striking im- 
provement also in many cases of acute rheu- 
matic fever, bronchial asthma, early stages of 
disseminated lupus erythematosus, Addison's 
disease, inflammatory eye diseases, and many 
skin disorders such as pemphigus and angio- 
neurotic edema. Atopic and exfoliative dermatitis 
is also to be included in the latter category. 
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BY LYON STEINE, M.D. 


Valley Stream, New York 


The injection of various procaine solutions gives relief to persons 


suffering from low-back pain, sprained ankle, stiff neck, chest pain, 


painful shoulder, sciatica, and pruritus ani. It also provides a 


satisfactory anesthesia for the reduction of fractures and 


Except for a few comments on the prevention 
of postoperative pain, we are mainly concerned 
here with procedures which can be carried out 
in the office or the home. Such operations as 
spinal anesthesia, nerve block, field block, caudal 
anesthesia, and paravertebral block can be found 
described in detail in any recent textbook on 
conduction anesthesia. 

The most common use of procaine in the pre- 
vention of pain is its employment in infiltration 
or block anesthesia preliminary to surgical in- 
cision. It is not so widely known that the pain 
following the injection of certain materials such 
as tetanus antitoxin hypodermically and the mer- 
curial diuretics or vitamin concentrates intra- 
muscularly, can be prevented by mixing in the 
syringe with the injected material 0.5 to 1 cc. of 
a 2 per cent procaine solution. This is especially 
valuable in immunizing infants and in giving 
“booster shots” to older children. The addition 


dislocations, and can be used to advantage in anal surgery. 


of the procaine prevents the sting which ordi- 
narily follows these injections. I have found no 
incompatibility when procaine is mixed with 
either liver extract, vitamin concentrates, pertus- 
sis-diphtheria-tetanus vaccine, tetanus antitoxin, 
tetanus toxoid, or the mercurial diuretics. 

It has always been held that local infiltration 
anesthesia is contraindicated in the presence of 
infection. However, in the case of a patient with 
a fluctuant superficial abscess such as a suppura- 
tive adenitis, local infiltration anesthesia can be 
used safely provided that 50,000 to 100,000 units 
of crystalline penicillin is first added to each 5 
ce. of procaine solution. The material is pre- 
pared by injecting | per cent procaine solution 
instead of water or saline into the vial contain- 
ing the penicillin powder. 

Incision of these abscesses can usually be 
avoided if the pus is aspirated through a large 
gauge needle and the abscess cavity then filled 
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through the same needle with a solution of peni- 
cillin in procaine. One or two such treatments 
will usually cure the abscess without pain or 
scarring. In the cases of carbuncles or furuncles 
where pus is not yet present, the pain can be 
relieved and the infection promptly controlled 
by the injection into and around the infected 
area of a solution of crystalline penicillin in 
procaine. 


Low-Back Pain 


There are many painful musculoskeletal con- 
ditions in which the injection of procaine solu- 
tion gives very satisfactory relief. OF these con- 
ditions the commonest seen in general practice 
is low-back pain. The patient usually complains 
of trouble with his “sacroiliac.” The pain some- 
times appears without any preceding trauma. 
For example, it may occur as a result of bending 
over to put on the shoes, or to pick up a scrap 
of paper from the floor. Often there is a history 
of twisting the back as in a fall, or of lifting a 
heavy weight. 

The pain is sudden and stabbing in onset, 
frequently with the sensation of something slip- 
ping or giving away in the lumbar area, and is 
accompanied by difficulty in straightening up. 
The pain usually begins on one side and often 
spreads to the other. It sometimes radiates down 
the back of the leg as a sciatica, and sometimes 
it radiates around to the groin. 

Examination of such a patient in the prone 
position will disclose spasm of the lumbar 
muscles, sometimes on both sides. Close exami- 
nation will also disclose in almost every case a 
“trigger point” or localized area of deep tender- 
ness, usually at the angle where the lateral edge 
of the lumbar muscle meets the crest of the 
ilium in the region of its posterior spine. In my 
case records I refer to this point as the “lumbo- 
iliac angle.” The injection into this area or into 
other trigger points of a solution of procaine al- 
most invariably produces an instantaneous and 
permanent cure, permanent, that is, until the 
onset of the next attack. 

For this injection I prefer to use an aqueous 
solution which has a duration of action longer 
than that of procaine, a solution made by Rare 
Galen Incorporated, and marketed under the 
name of Eucupin-procaine solution. Three ce. 
of this solution are drawn into a 5 cc. syringe 


carrying a 1¥%- to 2-inch 22-gauge needle. The 
needle is inserted with a sudden stab through 
the skin overlying the trigger point. This punc- 
ture, if made quickly, is practically painless, and 
skin anesthesia need not be used. The needle 
is then advanced slowly. As it penetrates the 
deep fascia, the patient usually jumps and _vol- 
unteers the information that he now feels the 
same pain which he had been experiencing 
spontaneously, even to the radiation down the 
leg or around to the groin if that had been 
present. 

The Eucupin-procaine solution is injected 
slowly into this tender area and the needle with- 
drawn. Further search is then made for any 
remaining tender points, and if any are found, 
they are treated in the same way. Usually only 
one tender point is found, rarely two. If no 
trigger areas can be found, the injection will not 
relieve the pain even though given into the area 
where the patient feels the pain. Also, if the in- 
sertion of the needle does not reproduce the 
spontaneous pain, the treatment will probably 
be ineffective. 

One treatment usually cures, but does not 
protect against recurrent attacks in the future. 
These recurrent attacks, when they occur, can 
usually be successfully treated in the same way. 
In a small percentage of cases, the relief of pain 
which follows the injection will wear off in 4 
or 5 hours. The recurrent pain will then last for 
a few hours and then subside. In a still smaller 
percentage of cases, the pain which returns will 
persist as severely as before the treatment. The 
patient should be warned that one of these pos- 
sibilities, though unusual, may occur. If the 
pain returns and persists, the treatment can be 
repeated using a solution of Eucupin in oil or 
Nupercaine (Ciba) in oil. Lahvis, however, rec- 
ommends that the trigger point and the area im- 
mediately surrounding it be injected as a first 
treatment with a solution of procaine in oil 
and that the injection be repeated in 10 days and 
then again 14 days later. 


Sprained Ankle 


Simple sprains of the ankle respond very well 
to procaine injection. All tender areas about the 
injured ankle are injected with procaine solu- 
tion, the amount varying from 10 to 20 ce. of 
| per cent solution. After injection, an elastic 
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bandage is wound about the ankle and the pa- 
tient is encouraged to walk. If any pain is ex- 
perienced, the ankle is examined again for the 
presence of more tender points and if any are 
found they too are injected. The patient is then 
instructed to use the ankle normally with the 
further advice to avoid sudden strains as in run- 
ning and jumping. The elastic bandage need 
not be worn but the patient usually feels better 
when it is used because of the feeling of support 
which he gets from it. A similar treatment is ef- 
fective for sprained wrists. 


Stiff Neck and Painful Shoulder 


The condition of stiff neck can be successfully 
treated by a technic similar to that described for 
low-back pain and for sprained ankle. Before 
undertaking such treatment, the physician 
should be certain that neither a unilateral dis- 
location nor a ruptured cervical disc exists. If a 
tender point cannot be found in the neck itself, 
it should be looked for in the shoulder. It is 
frequently found in the upper half of the trape- 
zius, sometimes along the upper edge of this 
muscle, sometimes as low as the spine of the 
scapula. If the insertion of the needle into the 
trigger point reproduces the characteristic distri- 
bution of the spontaneous pain, the patient can 
be assured of almost certain relief. 

For the treatment of painful shoulder, several 
injection technics have been described by dif- 
ferent writers. Judovitch and Bates describe the 
scalenus anticus syndrome and the technic of 
its relief by procaine injection. Shoulder pain 
due to calcification of the supraspinatus tendon 
is described by Robbins. He gives the details of 
treatment by the injection into the tender area 
of procaine solution followed by saline solution. 
He locates the tender area as lying just inferior 
to the acromion in the anterior part of the 
shoulder. Milowsky and Rovenstine report the 
relief of shoulder pain and stiffness, whether 
due to fibrositis, myositis, or bursitis, by procaine 
injection of the suprascapular nerve at the lesser 
scapular notch. Travell et al describe the relief 
of shoulder and arm pain by the determination 
of trigger points and the injection into them 
of | per cent procaine solution. They report that 
trigger points are most commonly found in two 
locations, namely, in the serratus posterior 
superior and in the infraspinatus. 
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Chest Pain 


I have seen several patients with sharp chest 
pain, usually in the axillary line about the level 
of the 5th, 6th, or 7th ribs. These people have 
complained of aggravation of the pain by cough- 
ing, sneezing, deep breathing, and movement. 
Examination showed a tender point in the inter- 
costal muscle in the region where the pain was 
felt. Injection into this tender point of some 
Eucupin-procaine solution brought about imme- 
diate and permanent relief. When pleurisy is 
present, relief can be quickly obtained by inter- 
costal nerve block with procaine. Injection is 
made in the posterior axillary line in the inter- 
space corresponding to the location of the pain 
and tenderness, the point of the needle being 
placed in the groove at the inferior margin of 
the rib where the intercostal vessels and nerve 
are located. Two to 3 ce. of procaine solution 
are injected at this point. 

This technic is also very effective in rib frac- 
ture and in the crushed chest syndrome where 
injection is made into the region of the inter- 
costal nerves corresponding to the fractured ribs 
or into the fracture site itself. The relief of pain 
induced by this procedure enables the patient to 
breathe deeply and to cough freely, thereby min- 
imizing the likelihood of atelectasis developing. 
The fact that opiates need not be given to con- 
trol pain is also a factor in promoting aeration 
of the lungs. Intercostal nerve block has also 
been used after surgery of the chest and of the 
upper abdomen to relieve pain and to facilitate 
respiration. To achieve a similar result, Gorrell 
in 1941 injected 30 to 60 cc. of Eucupin-pro- 
caine solution into the region of the incision fol- 
lowing abdominal surgery and reported very 
good results. 


Other Uses for Procaine Injections 


A very satisfactory anesthesia for the reduc- 
tion of fractures and dislocations, especially in 
elderly persons, can usually be obtained by the 
injection of 1 per cent procaine solution. For 
fractures, 10 to 20 cc. of solution, depending on 
the age of the patient and the size of the limb, 
are injected into the hematoma at the fracture 
site. For dislocations, the solution is injected into 
the joint capsule, the proper placement of the 
needle being recognized by the fact that, as in 


. 
55 


fractures, blood can be aspirated into the syringe. 

Sciatica can sometimes be relieved by the in- 
jection of procaine into the caudal canal. Ten to 
20 cc. of 1 per cent procaine solution are in- 
jected first and are followed by 50 to 60 cc. of 
saline solution. The injection of procaine into 
the caudal canal is also an excellent anesthesia 
for painful cystoscopy, for example, in tuber- 
culosis of the bladder. 

An ailment which does not cause pain, but 
which those who suffer from it claim is worse 
than pain, is frequently cured by procaine in- 
jection. I refer to pruritus ani. When no cause 
can be found for this symptom—no allergy, no 
anal disease, no intestinal parasites, no Tricho- 
monas, no ringworm, no diabetes, no hepatic 
disease—then the infiltration into and under the 
skin of Eucupin-procaine solution will always 
give temporary relief and often permanent relief. 

The injection is made into the perianal skin 
at + points, namely at 3, 6, 9, and 12 o'clock, 
each point being about 1% inches from the anal 
margin. Through each of these points some 3 
to 5 cc. of Eucupin-procaine solution are in- 
jected fanwise toward the anus. 

If the condition recurs, a similar procedure 
can be carried out using a solution of Eucupin 
in oil, Nupercaine in oil, Gabriel's solution, or 
Hollander’s formula. Gabriel's solution is _pre- 
pared as follows—Nupercaine (base) 0.5, phenol 
1, benzyl alcohol 10, oil of sweet almond 100. 
Hollander’s formula is benzocaine 3, benzyl 
alcohol 10, phenol 1, oil of sweet almond 100. 
The latter formula is supposed to be less likely 
to cause a slough when injected subcutaneously. 
When these oily solutions are used, care must 
be taken not to inject into the skin nor to allow 
the solution to pool at any one point. After in- 
jection the area must be thoroughly massaged. 

These solutions can also be used to advantage 
in anal surgery. An injection of | cc. of Eucupin 
in oil into the anal sphincter on each side will 
cause an immediate relaxation of the sphincter 
which will make manual dilatation or deep an- 
esthesia unnecessary in those cases where gen- 
eral anesthesia is used. The prolonged relaxa- 
tion of the sphincter brought about by such an 
injection also diminishes postoperative pain. This 
pain is even further lessened and may be prac- 
tically eliminated if some 20 to 30 cc. of Eucu- 
pin-procaine solution are injected slowly into the 
operative site on completion of the operation. 


Anal fissure can frequently be cured without 
operation by injecting Eucupin in oil under the 
fissure and also into the sphincter muscle on 
each side. From 0.5 to 1 cc. of the oil solution 
is placed under the fissure beginning just be- 
vond the apex of the fissure and injected gradu- 
ally as the needle is withdrawn. Injection must 
not be superficial nor intracutaneous. One cc. of 
the solution is then injected into the sphincter 
muscle on each side. This is done by inserting 
an index finger into the anal canal and hooking 
it over the sphincter on one side. The needle 
is introduced in the midline about one-half inch 
posterior to the anus and advanced forward and 
laterally until it is felt by the finger in the anal 
canal to have penetrated the sphincter muscle. 
The injection is then made, and the needle is 
almost completely withdrawn and reinserted into 
the thickness of the sphincter muscle on the 
other side where another | cc. is deposited. If 
a sentinel pile is present it should be removed; 
usually no additional anesthesia is needed. 


Intravenous Procaine 


In recent years, a new technic of procaine in- 
jection has been developed for the relief of pain 
in inflammatory and traumatic conditions. This 
is the use of procaine by intravenous injection 
which has been reported to be effective in re- 
lieving the pain of traumatic arthritis, osteo- 
arthritis, chronic bursitis, fractures, dislocations, 
sprains, myofascitis, and postoperative states. 
Allen et al have used it for analgesia in obstetrics 
and report good results. 

For intravenous injection, procaine is best 
given in 0.1 per cent solution in saline. If saline 
is contraindicated, a glucose solution can be used. 
The dose is calculated according to the weight 
of the patient as follows—4 mgm. (4 cc. of the 
solution) per kilo. of body weight, the rate of 
flow being adjusted so that the total dose is 
given in 20 minutes. This is the “procaine unit” 
of Graubard and Peterson. For example, a pa- 
tient weighing 50 kilos. is given 50x4 or 200 cc. 
in 20 minutes, or 10 cc. per minute for 20 minutes. 

The solution of 0.1 per cent procaine in saline 
is obtainable in 500 cc. flasks from Abbott Lab- 
oratories. When measured by the drop, | cc. of 
this solution is equivalent to 20 drops so that a 
rate of 10 cc. per minute is equivalent to 200 
drops per minute. Each intravenous set should 
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be calibrated individually before use to deter- 
mine the number of drops which pass through 
the Murphy drip for each | cc. of fluid delivered. 
This is readily done by counting the number of 
drops required to fill the barrel of a 5 cc. syringe 
to the 5 cc. mark and then dividing by 5. When 
given at the proper rate, the injection creates in 
the patient a sensation of warmth and tingling, 
and sometimes a metallic taste in the mouth. 
Too rapid a flow will result in more severe and 


undesirable reactions, such as dizziness, appre- 
hension, muscular twitchings, convulsions, and 
profound circulatory depression. Graubard and 
Peterson report no mortality or morbidity in over 
4,000 infusions. The frequency of injection is 
adjusted to the response, from once a day to 
once a week or at longer intervals depending on 
the duration of effect of each treatment. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


Cosione (Merck), a vitamin By product, is 
one of those recently passed by the Council. 
It is a cobalt-containing substance, usually pro- 
duced by the growth of suitable microbial organ- 
isms, or it can be obtained from liver. This is 
such an extremely potent substance that it will 
work in a dosage of one-thousandth of a milli- 
gram per day. It should not be given in large 
doses because it can be toxic. The drug is best 
given by injection, but in larger doses it can 
be given by mouth. The oral dose should be 
30 to 60 times that used for injection. The drug 
comes in 1 cc. ampules containing 15 micro- 
grams to each cubic centimeter. 

Another drug passed was pentobarbital or 
Nembutal (Abbott). This is one of the short- 
acting derivatives of barbituric acid. An elixir 
has been prepared for children. For children 
from one to two years of age, 30 mg. can be 
given for preoperative sedation. 

Another new drug is Salicylanilide or Ansadol 
(Rorer). This is an antifungal agent useful for 
the cure of tinea capitis due to Microsporon 
audouini. This substance is much stronger than 
undecylenic acid but it is somewhat irritant to 
the skin in concentrations above 5 per cent. 
Because of the danger of irritating the skin, the 
use of the drug should be restricted to the 
treatment of ringworm of the scalp. 

Another drug is p-nitrosulfathiazole or Ni- 
sulfazole. This drug is used only for rectal in- 
jection as an adjunct to the local treatment of 
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Briefly reviewed here are drugs which have been recently accepted for advertising in A.M.A. 
journals by the Council on Pharmacy and Chemistry. These are not necessarily NEw drugs, 
in every instance, although the majority of them do fall into that category. 


chronic ulcerative colitis and proctitis. It is 
thought that it will change the bacterial flora 
sufficiently to help recovery. 

Another new drug is methylhexamine or For- 
thane. In animals the systemic toxicity of this 
drug is greater than that of ephedrine and less 
than that of amphetamine. Its pressor action 
on the circulation is more prolonged than that 
of ephedrine. Unfortunately it produces side 
effects such as headache, nervousness, mental 
stimulation, or tremors. If these symptoms ap 
pear, the use of the drug must be stopped. The 
drug is dispensed in inhalers, each containing 
about 250 mg. of the base. One or two in- 
halations through each nostril is recommended 
as a single dose. 

Another drug is pyranisamine maleate or 
Neo-antergan maleate. Its sedative action is 
about equal to that of tripelennamine hydro- 
chloride. Unfortunately it has a tendency to 
produce gastrointestinal irritation. The averag2 
adult dose is from 25 to 50 mg. 3 or 4 times 
a day. 

Another drug is zincundesal or Salundek. 
This is used for the local treatment of tinea 
capitis or ringworm. Salundek is to be applied in 
the form of an ointment, and should be rubbed 
into the affected and adjacent areas. The drug 
should be applied in this manner twice a day. 

Another new drug is Sulfoxone sodium or 
Diasone sodium (Abbott). This drug has been 


working well in cases of leprosy. 
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The Present Status of... 


Sonstlleclom Y 


As EVERYONE KNows, for awhile tonsillectomy 
was a fad which, with the best of intentions, 
was worked pretty hard. Some men removed 
tonsils right and left, not because there was 
any particular reason for removing them but 
because it was thought to be a wise preventive 
measure. Tonsils were removed also from old 
people, and for the cure of diseases like leu- 
kemia or Hodgkin’s disease which have never 
been proved to be due to focal infection. 

Finally, some years ago, a few able men made 
follow-up studies to find out which patients got 
a good result from tonsillectomy and which did 
not, and why. Most of the investigators wound 
up with the same conclusions, namely that the 
only sure indication for tonsillectomy is a history 
of repeated attacks of tonsillitis or of colds which 
started in the throat. It is helpful also to find 
that one can express liquid pus from the tonsils. 
A mere increase in size of the tonsils is not a 
safe indication. 

It was found by follow-up studies that adults 
seldom get any benefit out of tonsillectomy un- 
less they have been having frequent attacks of 
tonsillitis. It was also pointed out that the opera- 
tion is a dangerous one because a considerable 
percentage of patients aspirate blood and pus, 
and some get a lung abscess. Many physicians 
began wondering if it might not be unwise to 
remove useful adenoid tissue from many chil- 
dren. 

Today tonsillectomy is seldom advised unless 
the tonsils are definitely septic and the patient 
gives a history of repeated sore throats and 
attacks of tonsillitis. It is also well recognized 
that about the only disease which is helped by 
tonsillectomy is the type of arthritis which is 
due to focal infection. Today we know that the 
rheumatoid and senescent types of arthritis are 
not helped by the removal of focal infections. 
There may be some cases of nephritis in which 
it is helpful to remove bad tonsils. 

Recently Dr. Harold Swanberg, editor of the 


In tHe New Zealand Medical Journal for April, 
1950, E. A. Riddell reported a study of 150 
patients in whom there was prompt ambulation 
after the peritoneal cavity had been opened or 
after there had been some operation performed 
in the loins or the perineum. The results obtained 
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Mississippi Valley Medical Journal, writing in 
the July, 1950, number, reviewed some studies 
made at Johns Hopkins Hospital and summed 
up the situation very well. As he said, just the 
fact that tonsils are large does not mean neces- 
sarily that they should be taken out. They may 
not be producing any symptoms. He believes, 
as do many others, that the tonsils were put 
there for a purpose, and if they can be kept 
to serve that purpose, all the better. 

There is reason to doubt that the removal 
of tonsils does any good in the cases of persons 
well past middle age. Tonsillectomy is most 
likely to be beneficial in the cases of children 
and young people. 

Swanberg said that the criteria for removal 
of the adenoids have also undergone pronounced 
changes in recent years. Now one wants to know 
whether or not the patient is developing a 
middle-ear deafness with the loss of high tones. 
One also wants to know if the orifices of the 
Eustachian tubes are being encroached upon. 

According to the work of Lederer and Gross- 
man, quoted by Swanberg, the tonsil is a useful 
organ which should be preserved when possible. 
It helps in defending the body from infection. 
In children under 6 years of age, the tonsils 
should be removed only when the operation is 
decidedly indicated. The presence of plugs is 
physiologic, and does not mean that the tonsils 
should be removed. It should be remembered 
that for one miracle following the removal of 
focal infection, the physician will see 50 dismal 
failures. 

Although the subject is still debatable, there 
are many men who feel that it is inadvisable 
to remove tonsils during an epidemic of polio- 
myelitis, especially if the tonsillectomy is not 
urgently needed. 

In the case of children, it should be remem- 
bered that even after an expert tonsillectomy, 
adenoid tissue will grow again in perhaps 75 
per cent of the cases. 


in these cases were compared with those in 100 
cases of a similar type in which the patient was 
not gotten up immediately after operation. The 
conclusion was that early ambulation did not 
cause any increase in complications. There was 
the advantage of a saving in the use of beds. 
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BY WILLIAM F. BRAASCH, M.D., LAURENCE F. GREENE, M.D., 


AND RUY GOYANA, M.D. 


Mayo Clinic, Rochester, Minnesota, and Rio de Janeiro 


There appears to be very little demonstrable correlation between kidney ptosis and 


the wide range of commonly reported symptoms. This, together with the fact that 


less than 50 per cent of nephropexy cases, if followed over a period 


of time, show any definite postoperative relief, suggests that a great majority 


of these patients will receive greater benefit from nonoperative measures. 


AT A CONVENTION of urologists, all one has to do 
to start a heated debate is simply to start talking 
about sewing up floating kidneys. Several men 
will immediately be on their feet to report the 
wonderful results they always get from this op- 
eration. Other men, equally able, will get up to 
say that their results are almost always bad. 
Then the men in the first group are likely to in- 
fer that the trouble with the work of the men 
in the second group is that they are not wise 
enough in their choice of cases suitable for the 
operation. Unfortunately, they don’t go on to 
say just how one is to pick the woman who will 
get relief and how one is to distinguish her from 
the one who will not get any help. 

Some of the enthusiasts have claimed to cure 
98.7 per cent of the persons operated on. They 
claim, also, that when they stitch up a kidney it 
stays stitched up, while there are others who admit 


that their results are’ not always so permanent. 
When we questioned many of our colleagues 
among the urologists, they said that they had 


long ago given up nephropexy because, in their 
hands, it had given such uniformly poor results. 


Since the men were all good surgeons, one could 
hardly ascribe their lack of success to a poor 
technic. The only explanation left was that in 
most cases the floating kidney was harmless and 
silent and had nothing to do with the patient's 
symptoms. 

According to some of the enthusiasts, “nephro- 
pexy is indicated whenever pain, gastrointestinal 
upsets, and nervous symptoms are due to the 
ptosis.” This, of course, does not clarify matters. 

In order to learn more about the matter, we 
studied at the Mayo Clinic 230 cases in which 
a diagnosis of renal ptosis had been made def- 
initely with the help of roentgenologic studies 
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of the kidney. In all these cases either excretory 
or retrograde urograms had been made with the 
patient first lying and then standing. Only cases 
of simple ptosis or ptosis complicated by minor 
degrees of dilatation of the pelvis of the kidney 
were included in the study. A case was not in- 
cluded if there was evidence of obstruction at 
the ureteropelvic juncture. A report on this study 
appeared in the J.A.M.A., October 9, 1948. 

On going over the records it was discovered 
that supposedly harmful ptosis was found most 
often in the cases of women in their thirties, 
forties, and fifties. Most of them were thin and 
frail-looking, and many complained of a multi- 
tude of symptoms which could scarcely all be 
accounted for by disease in the kidney. These 
symptoms included dragging sensations in the 
abdomen, nervousness, backache, nausea, vomit- 
ing, a sore colon, and aches and pains all down 
one side. 

Usually the localization of an abdominal pain 
was so poorly defined, that it was unlikely that 
it was being caused by the low kidney. Only a 
few of the patients complained of pain of a type 
which might have been produced in the ureter. 
One in five complained of urinary symptoms, 
such as frequency, burning, or getting up at 
night, and in such cases cystoscopy often showed 
some local inflammation. Only rarely was there 
a renal infection. 

About a third of the patients had no symp- 
toms which could conceivably be related to dis- 
ease in a kidney. Some of them came to the 
Clinic because a doctor had discovered the loose 
kidney, and perhaps had thought it was a tumor. 
As everyone knows, it is usually the right kidney 
which is low and movable. 


Ptosis and Symptoms 


We divided nephroptosis into four grades, ac- 
cording to severity. In most of the cases the 
grade was either 2 or 3. We next looked for but 
did not find a relationship between decided 
ptosis and the presence of some dilatation of the 
kidney pelvis. With the first three grades of 
ptosis, the size of the kidney pelvis aa its rate 
of emptying were normal. 

Next, we searched for a relation between the 
degree of ptosis and the severity of the symp- 
toms, but, again, found none. Commonly severe 
grades of ptosis were present with no symptoms! 


In a few cases we found what we call a flabby 
kidney pelvis with a little dilatation, some of it 
perhaps up in the calices. Usually, however, only 
the kidney pelvis was involved. Such dilatation 
could conceivably be due to some obstruction at 
or near the ureteropelvic junction—to lack of 
tone in the muscle; or to some imbalance in the 
innervation of the kidney and ureter. 

That in many of the cases there was no ob- 
struction could easily be seen from the fact that 


the dye-containing urine ran out easily and 
quickly and on down the ureters. None of it 
was left after ten minutes. In a few cases sur- 
gical exploration of a kidney with slight dilata- 
tion of the kidney pelvis failed to show any 
reason for this. Occasionally, the slight dilata- 
tion appeared to be associated with a urinary 
infection. In many of the cases, the dilatation, to- 
gether with a slight lengthening of the empty- 
ing-time, was present without any symptoms. 


Attempts at Surgical Treatment 


At the Mayo Clinic, during the decade from 
1935 to 1944, while 1,000,000 patients were 
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seen, and thousands were operated on, nephro- 
pexy was performed on only 21 patients. The 
kidney was stitched up only when the patient's 
symptoms strongly suggested trouble in the kid- 
ney, or when the kidney pelvis was somewhat 
dilated, or when renal emptying was a little 
slow. And yet, 10 of the 21 persons reported 
later that they were no better. Of the 11 who 
had some relief, only 3 had complete and per- 
manent relief. In the other 8 cases, although the 


Mayo Clinic whose kidneys were stitched up 
said that they felt fine for about 6 months or a 
year, and then the same old symptoms returned. 

Interestingly, in two cases, lesions later ap- 
peared to really explain the pain. In one, symp- 
toms of cholecystitis developed, and removal of 
the gallbladder worked a cure; in the other, a 
carcinoma appeared in the head of the pancreas. 
Interesting, also, was the fact that one of the 
patients who was not relieved of her distress 


Figure 1, left, shows nephroptosis with pyelectasis, 
nephropexy indicated. Figures 2a and 2b, above 
and right, show bilateral nephroptosis with nor- 
mal renal pelves, nephropexy not indicated. Note 
renal sites in dorsal (a) and erect (b) postures. 


original pain was largely relieved, other symp- 
toms continued. There was no correlation be- 
tween the degree of ptosis and the degree of the 
results obtained. The incidence of enlargement 
of the pelvis was somewhat greater in the group 
of patients who got a good result. 

The poor results in the 50 per cent of cases 
were not due to a return of the ptosis. In only 
one case did the kidney become loose again. 

We are inclined to think it probable that 
many of the good results reported by other sur- 
geons were only temporary. The operator may 
have seen his patient only during the month or 
two after the work was done and while he or 
she still felt good. Several of the patients at the 
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went elsewhere and had the kidney removed. 
When her symptoms remained unchanged, it 
was obvious that her trouble had never been 
due to disease in the kidney. 

One reason that we at the Mayo Clinic are 
so pessimistic about nephropexy is that every 
month we see so many patients who have already 
had this operation performed before coming to 
the Clinic and have benefited not at all. Most 
of them are highly neurotic, psychotic, or con- 
stitutionally frail people given to constantly com- 
plaining. Our experience has taught us that if 
we are to help anyone with a nephropexy, we 
must be very sure that the symptoms are due to 
the floating kidney and not to something else. 
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The patient must not belong to that group of 
persons whom no sensible doctor will expect to 
cure with any operation whatsoever. 

One must be particularly reluctant to operate 
on any woman whose pain in the loin comes 
when she is tired, annoyed, worried, or angry, 
or after she has been standing a long time, or 
working with her hands out in front of her, as 
when washing dishes, or papering shelves in the 
kitchen. In such cases the pain is often arthritic 
in origin. When the ache is constant, it is usually 
psychosomatic in origin. In the cases of older 


women it can have been brought on by a slight 
unrecognized stroke. In all such cases, the typical 
diagnostic point is that the woman says, “That is 
my bad side. My whole side often aches, from 
my face to my foot.” 

We are inclined to believe that the majority 
of patients with nephroptosis will receive greater 
benefit from nonoperative measures. The fact 
that less than 50 per cent of our nephropexy 
cases experienced any postoperative relief, would 
in itself make one a bit hesitant about advising 
this particular procedure. 


What Others Are Saying .. . 


f 
er alien 


lr was FELT that in line with the organization 
of the American Academy of General Practice, 
some form of recognition of the general practi- 
tioner should be made in the reorganization plan 
of the Christian H. Buhl Hospital, Sharon, 
Pennsylvania, and it was therefore agreed that a 
general practice section would be organized. 

The organization pattern of this section gen- 
erally corresponds with that of the surgical sec- 
tion, except that there are no sub-services. The 
qualifications for its chief are that he cannot be 
an exclusive specialist, he must be a member of 
the American Academy of General Practice, and 
he must have been in general practice in the 
community for at least 10 years. Qualifications 
for the associate chief are the same except that 
he must have practiced in the community for 
at least five years. 

The general practice service physicians must 
take the equivalent of at least 80 hours of post- 
graduate study during each year in whatever 


With Yall Haff Support 


fields they are interested. This includes post- 
graduate (one-day meetings) offered by many 
universities and hospitals, formal postgraduate 
courses offered by approved schools, clinical con- 
ferences held by our own staff, and local and 
national meetings. 

To give these general practice physicians 
greater responsibility, their section was made re- 
sponsible for the scientific portion of the monthly 
staff meetings. In addition, all staff cases and 
emergency patients which have no family doctor 
are admitted to the general practice section if 
they present mixed symptoms. As the patient 
needs the services of one of the other sections, 
the general practitioner handling the patient 
may direct the treatment on the other service 
through consultation with the chiefs, provided 
his privileges allow. If not, the qualified senior 
attending physician on call does the work.— 
From an article by C. R. Youncguist, in 
Hospitals, November, 1949. 
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BY GEORGE B LOGAN, 


Mayo Clinic, Rochester, Minnesota 
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After ascertaining that urinary infection is actually present in a child, one 


must learn the type of infecting organism, the degree of renal function, and whether 
or not renal stasis is present. The choice of drug depends on the infecting organism 


ONE OF THE common problems encountered by 
the general practitioner is that of urinary infec- 
tions in children, and particularly in little girls. 
Obviously these infections must quickly be 
cleared up because otherwise serious conse- 
quences can ensue. When a urinary infection is 
found in a boy, the physician must look for some 
anatomic anomaly or some other organic lesion 
of the urinary tract. Usually it will be found. 
In studying such children the first thing one 
wants to be sure of is that there is an infection 
present. Not every child who shows pus in a 
voided specimen of urine has an infection; simi- 
larly not every child who has a clear urine is 
without infection. Occasionally, in the case of 
little girls, pus in the urine really came from the 
vagina. This is especially likely to happen when 
the child has a fever, and perhaps the symptoms 
of a respiratory infection. The doctor may then 
conclude that because there is pus in a sample 
of urine the cold has “settled on the kidneys.” 


and it should be given long enough to obtain a bactericidal action. 


This idea of a cold settling on the kidneys is a 
poor one because practically always the organism 
infecting the urine is not derived from the res- 
piratory tract but is one that is normally present 
in the bowel. 

Every so often one sees a child who has a high 
fever and no sign of a beginning pneumonia. 
The urine may be crystal clear, but a culture 
will show innumerable organisms of Escherichia 
coli or Streptococcus fecalis. Because of these 
difficulties in diagnosis, one must always be sure 
that there is infection of the urine before one 
starts treatment. 

The urine that is to be cultured may be ob- 
tained either by catheterizing the patient or by 
collecting a cleanly-voided specimen in a sterile 
container. A small specially made glass catheter 
can be used on children. It is better than a rub- 
ber catheter. 

The doctor without much of a laboratory at 
his disposal can easily culture the urine. All he 
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needs to do is to liquefy the agar in a tube by 
warming it in boiling water. When it is suf- 
ficiently cool again so that the tube can be held 
against the cheek, 3 drops of urine should be 
added. The tube can then be stuck in the vest 
pocket and incubated there. At the end of 24 
hours, one usually finds a sufficient growth of 
bacteria so that a drop of the material can be 
examined under the microscope. This will show 
whether there is a bacillary or a coccal type of 
infection. With this information available, one 
can better select the type of drug to use. 

It is helpful also to find out whether the child 
has a good or a poor renal function. This can be 
done very simply by measuring the specific 
gravity of the urine. If the kidney has good 
function, it will excrete a urine of high specific 
gravity. A poor-functioning kidney will not be 
able to concentrate the urine well, and this will 
handicap the doctor when he tries to get enough 
drug excreted to treat an infection. 

If the doctor has a good laboratory available, 
he can measure the amount of urea in the blood 
or he can even carry out a urea clearance test. 
If the child has had more than two bouts of 
urinary infection in succession, it is well to de- 
termine the amount of residual urine, and also 
to perform an excretory urogram to see if there 
is any abnormality in the urinary tract. 


Sulfathiazole 


I consider sulfathiazole the drug of choice for 
the treatment of children with a urinary tract 
infected with a Gram-negative Bacillus. A dose 
of ¥2 gr. per pound or 0.07 Gm. per kilogram of 
body weight for 24 hours is usually enough. 
This is divided into some 4 or 6 equal doses and 
given every 4 to 6 hours throughout the 24-hour 
period. Usually the daily dose need not exceed 
15 to 20 gr. or 1.0 to 1.3 Gm. 

In these cases, the doctor needs to be con- 
cerned more with maintaining an adequate 
amount of the drug in the urine than with main- 
taining a certain level in the blood. When the 
infection is caused by E. coli, it is not necessary 
to control the pH of the urine during treatment 
with sulfathiazole. 

The urine should be rendered sterile by the 
drug and kept sterile for a week before the 
treatment is stopped. It is good practice to get a 
culture 2 days after treatment has been started 


to make sure that the drug is sterilizing the 
urine. It is well to get another culture 4 days 
after treatment has been stopped to see that all 
is well. 

Sulfathiazole has never in my experience 
caused any untoward reactions when used in the 
above-mentioned dose for the treatment of uri- 
nary infections. Sulfadiazine may be used in the 
same dosage with apparent equal effectiveness. 
I can see no reason to employ one of the double 
or triple combinations of sulfa drugs in the treat- 
ment of urinary tract infections; all this does is 
increase the cost of the medicine to the patient. 

I have had little personal experience with 
Gantrisin. It is said to be effective against E. coli 
and some strains of B. proteus and B. pyocya- 
neus. 


Mandelic Acid 


Mandelic acid is a good drug for the treatment 
of children having infections of the urinary tract 
due to S. fecalis. The drug will also kill many 
strains of E. coli. The dose is the amount neces- 
sary to maintain a concentration of the drug of 
0.5 to 1 per cent in the urine. The concentra- 
tion has to be to at least 0.5 per cent if the pH of 
the urine is to be 5 or less. A concentration of | 
per cent is essential when the pH of the urine 
is 5.5. 

While giving this drug, it is well to limit the 
fluid intake to 1,000 to 1,200 ce. daily. The child 
will be more likely to excrete an acid urine if 
during the period of treatment milk and fruit 
juices are omitted from the diet. Six grams of 
mandelic acid is the dose for a child whose fluid 
intake is 1,200 cc. daily and whose urinary pH 
is 5. This is divided into 4 equal doses, and 
given about every 6 hours. The pH of the urine 
is easily determined by testing specimens with 
nitrazine paper. When giving mandelic acid, it 
is well to culture the urine just as one does when 
treating with sulfathiazole. 

Mandelic acid is obtainable in the form of an 
elixir or syrup, each teaspoonful of which con- 
tains 1 Gm. of the drug. Calcium mandelate 
comes in the form of compressed tablets, each 
one containing 0.5 Gm. 


Antibiotics 


Penicillin, in our experience, has a limited 
role in the treatment of urinary infections. It is 
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most useful when the infection is due to one of 
the Gram-positive cocci. It is usually the drug 
of second choice when the infection is due to 
S. fecalis. There is some advantage, however, in 
having this antibiotic available for parenteral ad- 
ministration to a child unable to take medicine 
by mouth. An adequate dose is usually 150,000 
to 300,000 units daily. 

Streptomycin is of limited value in the treat- 
ment of urinary infections because coliform or- 
ganisms frequently become resistant to the drug. 
However, for the occasional time when one 
needs a parenteral antibiotic for a short time for 
a patient having a coliform type of infection, 
streptomycin is very useful. Dihydrostreptomycin 
is the preferable preparation: 0.5 Gm. daily for 
infants, and 1.0 to 1.5 Gm. for older children 
are suggested doses. The antibiotic should not be 
given for more than 2 or 3 days. 

Aureomycin is of value in infections due to 
many of the coli-aerogenes group of bacteria. 


It is seldom of value in cases of B. proteus in- 
fection or in those due to Pseudomonas aerugi- 
nosa. The dose usually is 25 mg. per kilo per 24 
hours divided into 4 equal parts. 

Chloramphenicol (chloromycetin) is also ef- 
fective against members of the coli-aerogenes 
group. Some good results have been reported in 
infections due to Proteus vulgaris and Ps. aerugi- 
nosa. The suggested dose is 15 to 30 mg. per 
pound of body weight per 24 hours given in 3 
divided doses. 

Terramycin also may be used in treating uri- 
nary infections. It promises to be helpful chiefly 
in infections due to the coliform-aerogenes group, 
and to the Staphylococci. The suggested dose is 
30 to 45 mg. per pound of body weight per 24 
hours divided into 3 doses. 

Simply because a new antibiotic has been 
made available does not necessarily mean that it 
is more effective than one which has been used 
for some time. 


What Others Are Saying... 


IF soMEONE at the Hotel Senator should inquire 
“Is there a Doctor in the house?” today, he 
would be amazed to find nearly 100 who would 
answer the summons. For the Academy of Gen- 
eral Practice is in session in Sacramento. The 
membership is made up of that species known 
as “the family doctor” who combined his knowl- 
edge of medicine and surgery with faith and 
psychiatry—although not called by such a high- 
sounding name a quarter of a century ago— 
and who cured most of his patients because 
they believed in him. 

The high pinnacle which medical science has 
occupied in modern times is due to the family 
doctor—the general practitioner. His very pres- 
ence in the sickroom seemed to start the patient 
on the road to recovery. 


“Sf, a Yoolor tn the House? 


More recently, there has been an increasing 
trend toward specialization, with the result that 
a big-city patient was too frequently referred to 
the stomach man, the bone specialist, the neu- 
rologist, or the urologist. This was all very good 
for the patient until the bills came in, and it 
was then decided that medicine was costing too 
much. 

Specialists are still necessary, but there 
shouldn’t be more, or nearly as many, specialists 
as general practitioners. 

We welcome the family doctor to the Sacra- 
mento scene, and hope that his tribe increases. 
His profession is one that has contributed to the 
greatness of America, and the longevity of Amer- 
icans.—Editorial in the Sacramento (Calif.) 
Union. 
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e Avoid hurry, anger, heavy meals and 
strenuous exertion. Relax—a drink helps. 


TREATMENT OF CORONARY DISEASE 


Anginal Syndrome 
e Treatif present: obesity, anemia, hyper- Nitroglycerine gr. 1/200 as often as 
thyroidism, hypothyroidism and other pain occurs. 
tribut fact 
ee ee Phenobarbital t.i.d. for tense patients. 


Helpful to some but not all patients: 
Khellin, Xanthines, Papaverine, Quin- 
idine, Aspirin. 

For long continued incapacitating an- 
gina: thyroid inhibition (radioactive 
iodine, thiouracil), posterior rhizotomy, 
stellate ganglion block, anticoagulants 
(Dicumarol). 


Prevent paroxysmalarrhythmiasifthese 
are causes of attacks. 


Suspect recent angina with sudden 
onset of being a possible prelude to 
acute myocardial infarction. 


Acute Myocardial Infarction 
Bed—duration varies with severity of 
attack—chair permissible after three 
weeks except in severe cases—elderly 


e Oxygen for severe attacks, especially patients must usually get up sooner. 
with shock and cyanosis—unnecessary Morphine and atropine for initial pain— 
in mild attacks. demerol for subsequent milder pain— 

barbiturates later for restlessness. 


Anticoagulant therapy when the attack 
is severe, cardiac failure is present, the 
patient is old or debilitated or thrombo- 
embolic phenomena have already oc- 
curred. 

Digitalis when (and only when) there is 
evidence of circulatory insufficiency 
not due to the initial shock. 

Avoid straining at stool by use of 
enemas, mineral oil and commode if 
necessary. 

Quinidine, three grains every 4 hours if 
arrhythmias occur—more if necessary. 


e 


e Liquid diet at first (Karrel?)— later avoid 
‘large meals—restrict salt if edemais present. 
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CORONARY ARTERIOSCLER OSIS 


BY LOUIS B. LAPLACE, M.D. 


Jefferson Medical College, Philadelphia 


THe manifestations of coronary arteriosclerosis 
are usually described in terms of the two most 
distinctive forms, the anginal syndrome and 
acute myocardial infarction. Actually, of course, 
the clinical picture is much more varied both in 
different patients and in the same patient at 
successive stages of the disease. Detailed classi- 
fication is unnecessary and confusing; a broader 
and more helpful approach to the subject is ob- 
tained, however, by listing some of the more 
common forms in which coronary disease is 
found on first examination. 

1. Coronary sclerosis without symptoms and 
without significant myocardial damage. This is 
by far the most prevalent form of coronary dis- 
ease. It is the group from which the more seri- 
ous forms of the disease will develop, but in 
many instances its course remains benign into 
old age. The diagnosis is seldom possible except 
at autopsy, where a majority of cases are found 
to have actual occlusion of one or more large 
coronary arteries, compensated apparently by 
collateral vessels. 

2. Coronary sclerosis with an anginal syn- 
drome but no significant myocardial damage. It 
is difficult to understand why pain occurs in 
these cases and is absent in the otherwise similar 
cases of Group | (which is considerably larger). 
Like the patients in Group 1, a majority of these 
persons already have occlusion of one or more 
large coronary arteries. The clinical course may 
remain benign for many years, but acute epi- 
sodes are always potential and unpredictable 
complications which occur in most instances; in 
a few the symptoms ultimately disappear spon- 
taneously. Except for occasional cases in which 
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exercise produces a distinctive electrocardio- 
graphic pattern, the diagnosis is based solely on 
the symptoms, the examination and electrocardi- 
ogram being essentially negative and understand- 
ably so since the heart at rest is normal for prac- 
tical purposes. 

3. Coronary sclerosis with an anginal syn- 
drome «nd myocardial damage. Practically all of 
these patients have occlusion of one or more 
large coronary arteries and many have had actual 
acute or subacute myocardial infarction which 
may have been unrecognized at the time of its 
occurrence. The electrocardiogram is usually ab- 
normal due to the presence of myocardial dam- 
age and confirms the clinical diagnosis. These 
patients tend to have more breathlessness in ad- 
dition to pain than those of the preceding group. 

4. Coronary sclerosis with prolonged attacks 
of anginal pain but without apparent myocardial 
infarction. This is the syndrome variously de- 
scribed as acute coronary insufhiciency or coro- 
nary failure. It differs from myocardial infare- 
tion only in degree, the myocardial ischemia 
being not quite severe enough to produce any 
substantial damage although small areas of in- 
jury are common. In some instances, the attacks 
are provoked by extrinsic factors such as shock, 
tachycardia, etc., but in others an actual coro- 
nary occlusion has occurred. The condition is 
distinguished from myocardial infarction by the 
rapid disappearance of acute changes in the 
electrocardiogram and subsidence of clinical 
manifestations. In the early stages, it is often 
impossible to be certain that this syndrome is 
not simply a prelude to infarction. 

5. Coronary sclerosis with acute myocardial 
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infarction. Myocardial infarction is ordinarily 
caused by coronary thrombosis, but not always 
—it occurs in the presence of an old coronary 
occlusion or even marked narrowing without oc- 
clusion following some extrinsic cause such as 
physical exertion or emotion but sometimes with- 
out apparent precipitating cause. It is noteworthy 


that the conventional diagnosis of coronary 
thrombosis is usually unjustifiable, being made 
with certainty only by post-mortem examination; 
the only diagnoses possible from clinical evi- 
dence are acute coronary insufhciency or myo- 
cardial infarction. The clinical course varies 
greatly according to the extent of the myocardial 
injury and the predisposition to fatal ectopic 
or heart block. 

. Coronary sclerosis with chronic myocardial 
but no anginal pain. These patients 
have had either acute myocardial infarction or 
slowly progressive myocardial fibrosis. As in 
Group 1, it is dificult to understand why they 
have no pain. It is a common experience to find 
that a previously troublesome angina has disap- 
peared following myocardial infarction. Also, in 
many cases disappearance of angina may result 
from chronic myocardial damage so that symp- 
tomatic improvement does not always mean 
unqualified improvement in the condition of the 
heart. The majority of patients in this group 
have a limited exercise tolerance due to breath- 
lessness. 

7. Coronary sclerosis with congestive heart 
failure. Coronary disease is not accompanied by 
congestive failure to the same extent as certain 
other prevalent forms of heart disease such as 
hypertension and valvular defects. One reason 
of course is the high incidence of relatively 
sudden death prior to the onset of chronic fail- 
ure. When congestive failure does occur, it or- 
dinarily appears in cases of extensive myocardial 
damage due to infarction or in cases with asso- 
ciated hypertensive heart disease. 


There are other more or less typical forms 
of coronary disease which might be listed but 
these are the most common. There is also a con- 
siderable difference between individual cases in 
the same group, depending on severity. A small 
myocardial infarct, for example, may be very be- 
nign, may cause only mild and ill-defined symp- 
toms, and may require no treatment except pre- 
cautionary restriction of activity, while extensive 


infarction is rapidly fatal in spite of any treat- 
ment. Effective diagnosis should include not 
only the detection of coronary disease as the 
basic illness but also an evaluation, as accurate 
as possible, of the type and severity of the de- 
rangement which has been produced. 


Coronary Pain 


The exact mechanism by which coronary pain 
is produced is still uncertain. The most widely 
accepted explanation is that of relative myo- 
cardial ischemia: whenever the coronary blood 
How becomes inadequate to meet the oxygen re- 
quirements of the myocardium, pain-producing 
products of incomplete metabolism accumulate 
and stimulate sensory nerve endings. This may 
occur whenever there is a reduction in coronary 
flow as in acute coronary occlusion, or an in- 
crease in myocardial metabolism as in exercise, 
excitement, or digestive function. An alternative 
hypothesis is that pain is caused by abnormal 
dilatation of coronary vessels. 

One of the important features of the pain 
for which there is no adequate explanation is 
its inconsistency. Of those patients who have 
chronic obstructive coronary disease, only a 
small minority have anginal pain. Explanations 
as to why the others are symptom-free are purely 
speculative. One suggestion is that a collateral 
coronary circulation develops and circumvents 
the obstruction. This seems scarcely adequate, 
however, to explain those cases in which the 
main stem vessels are blocked. 

The inconsistency of anginal pain is clinically 
important. When pain is present, it signifies the 
existence of coronary insufhiciency. The absence 
of pain in cases of known coronary disease, how- 
ever, has no constant significance. Although it 
could indicate the presence of an adequate col- 
lateral circulation, it may also be associated with 
severe damage to the heart such as myocardial 
infarction which has destroyed afferent nerve 
endings or diminished myocardial metabolism. 

Although anginal pain cannot be divided into 
consistently distinctive types, there are three more 
or less characteristic patterns (exclusive of those 
of acute myocardial infarction) which are help- 
ful to remember for their diagnostic value. 

The first is the typical anginal syndrome or 
angina of effort which has a relatively gradual 
onset so that the patient seldom remembers the 
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first time of its occurrence. It commonly persists 
for at least a year and usually much longer r, and 
either subsides spontaneously or terminates in 
an attack of acute myocardial infarction. Prac- 
tically all cases of this type have a substantial 
degree of coronary sclerosis, and the majority 
"Weel a coronary artery which is completely oc- 
cluded. From a pathologic and prognostic stand- 
point, however, there is little difference between 
cases of this type and those having an equivalent 
degree of asymptomatic coronary sclerosis. 

A second type of anginal pain is that which 
also occurs on effort although tending to occur 
in spontaneous episodes as well, but which is 
relatively sudden in its inception. The patient 
invariably recalls the circumstances in which the 
pain first occurred and consults the physician 
soon thereafter. This type of pain is strongly 
suggestive of recent coronary occlusion. In some 
cases, acute myocardial infarction occurs in a 
few days or weeks; in others, the electrocardio- 
gram shows changes indicative of a subacute 
type of myocardial injury. Much greater caution 
should be exercised at the onset in this type of 
case than is necessary for patients who have 
simple chronic angina of effort. In the absence 
of acute or subacute infarction, the angina may 
persist in milder form or disappear completely 
with the development of a collateral circulation. 

A third type of angina is that which occurs in 
spontaneous attacks precipitated by some inter- 
current disorders such as tachycardia, shock, 
anemia, crises of adrenal cortical tumor, etc. The 
degree of coronary disease may be severe or rela- 
tively mild. The importance of recognizing this 
type of angina is that the pain can usually be 
abolished by eliminating the precipitating cause. 
It is well known, for example, that angina often 
disappears after removal of an inflamed gall- 
bladder, and it is assumed that in such cases, 
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the pain was mediated through a reflex mech- 
anism. Episodes of paroxysmal auricular fibrilla- 
tion, flutter, or tachycardia often cause severe 
anginal pain and unless the arrhythmia is rec- 
ognized, the patient is justifiably assumed to 
have much more severe coronary disease than is 
actually present. 

In some cases of severe angina, the principal 
indication may be to relieve the pain, while in 
other milder cases, complete abolition of pain 
may not be entirely advisable. Mild pain such 
as occurs only when the patient has been hur- 
ried or has overeaten is presumably a useful 
warning to the patient that his heart is being 
overexerted and it teaches him to live within safe 
limits of activity. 

Extreme anginal pain which is not associated 
with acute infarction is difficult to understand. 
The circumstances often suggest the possibility 
of a reflex factor in addition to structural coro- 
nary disease. This may operate by causing coro- 
nary vasoconstriction, inhibiting vasodilatation, 
or simply overstimulating cardiac activity. In 
other cases, there is undoubtedly a marked psy- 
chogenic factor so that either the patient exag- 
gerates the severity of the pain or the pain is ag- 
gravated by anxiety or tension. Because of the 
frequency of psychogenic factors, the more radi- 
cal procedures for the relief of pain should 
never be employed until prolonged observation 
has clearly demonstrated the failure of other 
measures. 

Another point regarding severe angina which 
should be mentioned is that not infrequently 
the attacks cease as suddenly and inexplicably 
as they began. This often gives a false impres- 
sion of the effectiveness of whatever treatment 
was being used at the time. It is also a common 
experience that in a particular case, more and 
more drugs are given without success only to 
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find that when all medication is withheld, ex- 
cept perhaps a mild sedative, the pain practically 
disappears. These vagaries of angina account for 
the difficulty in evaluating the effectiveness of 
different forms of treatment. 


Myocardial Damage 


The most typical and easily recognized form 
of cardiac damage due to coronary disease is 
acute myocardial infarction. The diagnosis is 
usually based on the nature of the pain which 
is spontaneous in onset, severe, and prolonged. 
Reference of pain to the abdomen and the pres- 
ence of nausea may present a diagnostic di- 
lemma which is reliably solved only by an elec- 
trocardiogram or the subsequent progress of the 
case. The blood pressure reaction is sometimes 
confusing, being affected by two factors, the 
pain and the myocardial weakness. Severe pain 
may cause the blood pressure to be elevated 
when the patient is first seen. When the pain 
becomes sickening however, the blood pressure 
falls. The fact that the blood pressure also tends 
to fall as an effect of myocardial damage is help- 
ful in evaluating the severity of this factor after 
the subsidence of shock. In this respect, its sig- 
nificance is comparable to that of a rise of tem 
perature and leukocytosis. 

Intense pain and the presence of shock mani- 
fested by prostration, clammy skin, fall of blood 
pressure, rapid small pulse, and distant heart 
sounds, is almost always an indication of severe 
infarction. On the other hand, the absence of 
intense pain and shock does not necessarily 
imply the contrary, for severe infarction may oc- 
cur more or less “silently.” In such cases, changes 
in the heart sounds such as “tic tac” or gallop 
rhythm, late fall of blood pressure, elevation of 
temperature or the appearance of pulmonary 
rales suggest that the attack is worse than might 
otherwise be suspected. One of the most omi- 
nous signs indicative of a critical degree of in- 
farction is the development of congestive failure 
two or three weeks or more after the onset of 
the attack. Pulmonary edema during the attack 
may be due largely to shock or to transient myo- 
cardial weakness from which the heart will re- 
cover in a few days, but generalized edema ap- 
pearing later indicates critical loss of myocardial 
reserve. 


Not all infarction occurs suddenly. Frequently 


it develops as a subacute process over a period 
of days or weeks with recurrences of pain and 
alternate improvement and regression of the elec- 
trocardiographic pattern. Although such patients 
usually survive, they present a difficult clinical 
problem because of the uncertainty as to when 
the process is terminated. Though in general, 
definitive evaluation of the case is easier when 
all the damage occurs at once, many patients 
are probably able to survive a degree of myo- 
cardial injury which occurs slowly when they 
would have died had it all occurred at once. 

At autopsy, patients who have no history 
suggesting acute infarction are frequently found 

have scattered areas of myocardial fibrosis. 
In these cases, infarction has presumably oc- 
curred gradually rather than suddenly. 


Prognosis 


The principal problem in the prognosis of 
coronary disease is the possibility of sudden 
death. In the majority of cases, this is completely 
unpredictable. The following are some of the 
common causes of sudden death. The reasons 
~ are unpredictable are self-evident. 

New massive infarction with loss of pro- 
ta power of the heart. This may occur fol- 
lowing a preliminary episode of infarction of a 
smaller area. 

2. Ventricular tachycardia and ventricular 
fibrillation. The only suggestion that this fatal 
event is imminent is the appearance of numer- 
ous ventricular extrasystoles, but this is not a 
very dependable sign. It is as difficult to anticipate 
fatal ectopic ventricular rhythms as it is to deter- 
mine when an electric short circuit will occur 
in an old wiring system 

3. Heart block with Stokes- Adams syndrome. 
If the infarct involves the septum in the region 
of the bundle of His, heart block ensues. The 
danger of complete block with potential sudden 
ventricular arrest is usually indicated by the 
electrocardiogram, and occasionally by the de- 
velopment of a presystolic gallop Cindicating pro- 
longed auriculoventricular conduction) or 
dropped beats. 

4. Rupture of the heart. This is unlikely when 
the electrocardiogram shows a nonperforating 
tvpe of infarct, but when transmural involve- 
ment is indicated, it is always a potential danger. 
Fortunately, it is relatively uncommon. 
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Some Aggravating Factors 


Certain additional illnesses aggravate coronary 
disease, and it is essential to recognize them and 
evaluate their influence in the case. Often their 
proper management is the key to effective ther- 
apy. Among these additional illnesses aggravat- 
ing coronary disease are the following: 

1. Hypertension. Elevated blood pressure 
tends to favor the production of coronary scle- 
rosis as it does that of arteriosclerosis elsewhere. 
Many cases of coronary disease are a combina- 
tion of this and hypertensive heart disease, and 
the latter is the more important cause of ul- 
timate congestive failure. Nevertheless, most 
clinicians have the impression that coronary pa- 
tients do better when their blood pressure is 
moderately elevated rather than low. It is a fact, 
although not completely understood, that many 
patients with benign essential hypertension have 
a substantial and permanent reduction of blood 
pressure following an acute coronary attack. 

2. Anemia. In cases of otherwise asymptomatic 
coronary disease, anemia may induce a severe 
anginal syndrome which disappears when the 
blood count is restored to normal. 

3. Hyperthyroidism. Although most cases of 
hyperthyroidism have little or no coronary dis- 
ease, the occurrence of this disorder, once coro- 
nary disease has already developed, may be the 
precipitating cause of angina, and therapeutic 
reduction of metabolism becomes the most ef- 
fective measure for its relief. 

4. Hypothyroidism. The hypercholesterolemia 
of hypothyroidism is presumably a_ potential 
cause of coronary sclerosis. Therapeutically-in- 
duced hypometabolism tends to relieve angina. 
Paradoxically however, in clinical practice it is 
often found that anginal pain accompanies 
myxedema and is relieved by the administration 
of thyroid extract. 

5. Gallbladder disease. This often accompa- 
nies coronary disease, a possible common etio- 
logic factor being the associated cholesterolemia. 
There is evidence also of a reflex association be- 
tween the gallbladder and the coronary circula- 
tion. Abundant clinical experience indicates that 
removal of a chronically infected gallbladder 
may relieve otherwise refractory anginal pain. 

6. Obesity. Weight reduction, by diminishing 
the work of the heart, is often sufficient to re- 
lieve anginal pain. 
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Methods of Treatment 


The most important feature of treatment in 
the majority of cases is reduction of the meta- 
bolic activity of the body to meet the limitations 
of the reduced coronary blood flow. This in- 
cludes not only physical exertion but emotional 
stress, digestive function, and exposure to cold. 
No further comment is needed on this routine 
measure except to point out that strict bed rest 
is not necessarily the optimum situation for the 
heart. It will be noted that patients having se- 
vere anginal attacks usually insist on sitting up. 
Patients with acute myocardial infarction have 
died when forced to lie flat or even to sit with 
the feet elevated. Much greater concession should 
be made therefore to allowing the patient with 
myocardial infarction to sit up in a chair. This 
position is not only easier for the heart but di- 
minishes the inevitable weakness, constipation, 
and other untoward effects of prolonged bed rest. 

Nitroglycerin is usually effective in some de- 
gree in the relief of anginal pain in all cases of 
chronic coronary disease. Patients should be re- 
minded that they may take it almost as often as 
they wish, a fact of which they are frequently 
unaware. In acute myocardial infarction, it is 
generally less effective than in the anginal syn- 
drome, but there is no definite contraindication 
to its use except the presence of a relatively low 
blood pressure. The dosage of choice is 1/200 
grain which is usually effective and minimizes 
headache. Benefit afforded from the longer-act- 
ing nitrates is seldom conspicuous. 

The value of morphine, codeine, and the bar- 
biturates is well known. Morphine is usually the 
most important single therapeutic measure in 
cases of acute myocardial infarction. Occasion- 
ally, it may be much more effective when given 
intravenously. In cases of anginal syndrome, 
after a number of different drugs are tried with 
questionable success, a simple barbiturate often 
turns out to be the most effective medication 
other than nitroglycerin. 

Xanthines are mild coronary vasodilators and 
they are also myocardial stimulants. Some au- 
thorities believe that aminophylline, which is a 
very dangerous drug to give intravenously in 
cases of acute myocardial infarction, is by the same 
token contraindicated in chronic coronary disease. 
Since most coronary patients obtain some symp- 
tomatic relief, however, xanthine preparations re- 
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main the most widely-used routine medication, 
usually combined with a barbiturate. Although 
aminophylline is the most popular of the xan- 
thines, it causes more gastric irritation than 
some of the other preparations such as theo- 
bromine (e.g., Purital or theobromine calcium) 
which can be given in larger and_ therefore 
more effective dosage. 

One of the most recently-introduced drugs for 
the management of coronary disease is khellin, 
which is marketed as the active principles of an 
Egyptian herb, Ammi visnaga. Experimentally, 
it is a much more potent coronary vasodilator 
than aminophylline and clinically it appears to 
be more effective in the prevention and diminu- 
tion of coronary pain. Its use is somewhat limited 
by its tendency to produce nausea which may 
be largely overcome by further improvements in 
purification. 

Quinidine has two functions in coronary dis- 
ease. Because it tends to prevent arrhythmias, it 
is often used routinely in cases of acute myo- 
cardial infarction for the prophylaxis of ventric- 
ular tachycardia or fibrillation. Statistical studies 
of its routine use under these circumstances have 
shown a lowering of mortality as compared with 
control treatment. In chronic coronary disease 
with angina, quinidine often lowers the inci- 
dence and severity of attacks better than other 
forms of medication. Presumably, the action of 
quinidine depends upon depression of myo- 
cardial metabolism. 

Papaverine has enjoved wide usage in the 
routine treatment of coronary disease because 
of experimental evidence of a coronary antispas- 
modic action. Given orally, it probably has little 
or no effect unless the dosage is 2 grains or 
more several times daily. Parenterally, it has, like 
aminophylline, caused serious untoward effects. 
Its popularity is probably unmerited. 

Total thyroidectomy was at one time pro- 
posed for the relief of severe angina on the basis 
that the body metabolism was ‘thereby reduced 
to meet the limited function of the heart. Al- 
though the relief of pain was often striking, the 
results in general were disappointing and the 
operation is now rarely performed. In many 
instances, the effects of the operation itself are 
worse than the coronary disease. Actually, there 
is some question as to whether the benefit ob- 
tained from thyroidectomy is due to decrease in 
body metabolism or whether the operation has 


the effect of decreasing the sensitivity of the 
heart to Adrenalin. 

At present it appears much more advantage- 
ous to diminish thyroid function by radioactive 
iodine or thiouracil preparations, the latter hav- 
ing the advantage of producing a form of thy- 
roid depression which is reversible. The results 
are comparable to those of thyroidectomy, in 
some cases striking, in others only f fair or negli- 
gible. The full effect of this treatment is not > 
tained for several months. 

Anticoagulant therapy for the treatment of 
acute myocardial infarction requires more clini- 
cal experience for reliable evaluation. Its use is 
intended for the prevention and treatment of 
endocardial thrombosis, venous thrombosis, pul- 
monary infarction, and peripheral embolism. In 
practice, the principal question is whether this 
tvpe of treatment should be used routinely in 
all cases of myocardial infarction. In my opin- 
ion, it is indicated in the following circum- 
stances: (1) thromboembolic complications 
which have already occurred, (2) severe mvyo- 
cardial infarction with shock, (3) infarction in- 
volving the cardiac septum, (4) elderly and de- 
bilitated patients, (5) attacks of pain which re- 
cur for more than four to seven days after the 
onset of infarction. 

Oxygen is indicated in any case of severe 
acute myocardial infarction, especially in the 
presence of cyanosis. In some cases of severe 
spontaneous angina, oxygen may be helpful in 
the relief of the individual attacks. 

The various operations which have been de- 
vised for the improvement of coronary blood 
flow are still in a relatively experimental stage 
and their indications and value are not vet oa 
ficiently clear to warrant routine use. Cervico- 
dorsal sympathectomy or alcohol block, however, 
may be used for the relief of severe, disabling, 
and refractory attacks of angina. 

Considerably more effective, as a rule, is pos- 
terior rhizotomy. Because of the relative magni- 
tude of the operations and the discomfort often 
resulting from alcohol injections, they are not 
advisable until other forms of treatment have un- 
questionably failed. It is not uncommon for pa- 
tients of this type to be relieved of their anginal 
attacks only to die shortly afterward of sudden 
cardiac failure. 

The value of low-cholesterol diets and of 
drugs such as methionine and inositol for the 
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prophylaxis of coronary atherosclerosis is not 
impressive in the experience of the average prac- 
titioner. There is certainly a theoretical indica- 


tion for their use, and physicians who have ex- 
amined the blood following a fatty meal state 
that the milky appearance of the serum is suf- 
ficiently impressive to convince any skeptic as 


THERAPEUTIC HINTS 


Diarrhea of Infants 


As OLDER PHysiciANs will remember, years ago 
the mortality of severe diarrhea with intestinal 
intoxication in infants from poor homes, par- 
ticularly in summer, was close to 100 per cent. 
There was little that the doctor could do for 
these children because any food given, generally 
went right on through. Three recent reports in- 
dicate that results are being obtained in over- 
coming infant diarrhea. 

In the Journal of Pediatrics for November, 
1949, J. E. Mitchell, W. D. Donald, and Me- 
Lemore Birdsong of the University of Virginia 
Medical School reported splendid results oh 
396 infants who came in with a severe diarrhea. 
It is interesting that, just as with adults, cultures 
of the stools or even of swabs taken of the rectum 
rarely showed any pathogenic bacterium. In 200 
cases the diagnosis was “cause unknown.” In 
only 3 was the diagnosis made of “dysentery.” 
One hundred and sev enty-two were given a di- 
agnosis of diarrhea not due to primary tee 
tion or infection of the bowel. 

In these reported cases the good results ap- 
peared to be due largely to the use of continuous 
intravenous drip vehhichh was generally put into 
a scalp vein. In this way the child was given 
from 10 to 20 cc. of normal saline solution per 
kilogram of body weight. Within an hour of 
starting the drip, the outs dioxide combining 
power of the blood was checked, and if this was 
decidedly abnormal, it was corrected so as to 
bring it to 45 to 50 volumes per cent. For this 
the doctors used 1/6 molar sodium lactate. This 
drug was not given if the combining power was 
over 35 volumes per cent or if the infant was 
not showing signs of severe acidosis. After giv- 
ing the saline and perhaps lactate solutions, the 
men gave from 20 to 30 ce. per kilogram of body 
weight, of a 5 per cent solution of glucose. After 
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to the practical importance of these measures. 
At the present time, however, the use of this type 
of treatment usually depends on the enthusiasm 
of the individual physician or patient for includ- 
ing as many potential benefits as possible in the 
therapeutic regimen, irrespective of the trouble 
and cost 


this the saline and glucose solutions were alter- 
nated until the fluid and electrolyte deficits of 
the body had been corrected. Then in the next 
12 to 24 hours a total of from 120 to 200 cc., per 
kilogram of body weight, of fluid was given. 

When necessary, some vitamins and sodium 
sulfadiazine were added to the initial drip. Later 
these drugs were given by mouth as soon as 
feedings were started. In some cases blood or 
Red Cross plasma was given. 

The children generally stayed in the hospital 
from a week to 10 days. One hundred and forty- 
nine of the children received absorbable sulfona- 
mides, and 16 received penicillin. During the 
last three years sulfadiazine has been used al- 
most exclusively. 

The over-all mortality was 5.3 per cent, and 
in the milder cases there was no mortality. 

The children were given food by mouth as 
soon as possible, usually within the first 24 hours. 
This feature of the treatment was stressed. 

It would seem advisable in the more severe 
cases to give potassium along with the lactate, 
the sodium, and the chloride ions. It may be 
that some of the infants who died within the 
first 24 hours were decidedly short on potassium. 
Care must be taken not to give too much potas- 
sium, or heart block may result. 

In the Medical Annals of the District of 
Columbia, Sidney Ross and his colleagues re- 
ported the use of aerosporin in cases of diarrhea 
in children ranging in age from 5 months to 8 
years. Aerosporin, or polymyxin B, is one of the 
antibiotics derived from Bacillus polymyxa. It 
has a high degree of bactericidal action against 
Gram-negative organisms in vitro. The sub- 
stance is perhaps hundreds of times more active 
than streptomycin. In vitro it is especially active 
against the coli group. 

The daily dose by mouth ranged from 18 to 60 
mg. and the duration of treatment ranged from 
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7 to 15 days. No effect was obtained in cases of 
indefinite gastroenteritis, but in cases of Shigella 
diarrhea, the bacteria soon disappeared from the 
stools in nearly all the cases, and in most of them 
the child quickly recovered. 

Later studies indicated that in cases of Shigella 
enteritis, streptomycin or sulfadiazine works even 
better. 

The drug had an inhibitory effect on Salmo- 
nella enteritis but when the administration was 
stopped the bacteria reappeared. The drug did 
not appear to be helpful in two cases of typhoid 
fever. When given by mouth it did not appear 
to have much toxicity. 

In the Journal of Pediatrics for October, 1949, 
Alan E. Smith and Carl C. Fischer of Philadel- 
phia reported their experience in the treatment 
of diarrhea in infants with a product which has 
been known commercially in Europe as Arobon. 
It contains flour derived from the beans of the 
carob tree. 

For infants less than 6 months of age the 
formula contains 2 teaspoonfuls of carob flour 
for each 342 ounces of water or 5 per cent by 
weight. For infants over 6 months of age a more 
concentrated formula was used, the ratio being 
4 teaspoonfuls of the flour to each 3% ounces 
of water or 10 per cent by weight. As soon as 
the stools became well formed and dark brown 
in color, acidified powdered milk was added to 
the diet in the proportion of 2 teaspoonfuls to 
each 3% ounces of the carob flour mixture. If 
this milk was well tolerated and diarrhea did not 
return, the quantity of milk in the formula was 
increased and that of the carob flour was de- 
creased. 

The authors state that thirty infants were 
treated with good results. 

Recently, Dr. Horace L. Hodes, pediatrician- 
in-chief at Mount Sinai Hospital, New York, re- 
ported his discovery of a virus which is believed 
to be one cause of epidemics of diarrhea among 
newborn babies. The virus regularly produces 
diarrhea in young calves. When Doctors Hodes 
and Light injected some blood taken from two 
babies, who had recently recovered from the epi- 


demic of diarrhea, into two calves, they found 


that the calves became protected from infection 
with the virus. 


Insulinogenic Lipodystrophy 


Every sO OFTEN a physician will see a diabetic 
with an unsightly pit in the superficial tissues 
of a thigh. This will have been produced by the 
absorption of fat which apparently resulted from 
the patient's giving himself too many injections 
of insulin in one place. 

The treatment for this condition is obviously 
a frequent changing of the site of the insulin 
injection. As C. P. Lamar said recently, the 
patient ought to keep changing from the outer 
side of the thigh to the outer side of the arm 
and to the abdomen. 


Dizzy Spells 


Dizzy spELts are often difficult to treat. Those 
which are associated with a little edema in the 
inner ear are supposed to be helped by the re- 
striction of sodium chloride and the substitution 
of ammonium chloride. Some otologists rely 
on niacin. Recently a report was made that the 
symptoms are best controlled by taking 4 or % 
a tablet of Dramamine three times a day. 


Thicsemicarbarzone 


In Germany, K. W. Kalkoff reported excellent 
results in the treatment of tuberculosis using a 
remedy called TB I E 698, which is a mixture 
of sulfathiazole and thiosemicarbarzone. Kalkoff 
treated 75 patients with lupus vulgaris. The 
patients were given | Gm. a day in divided 
doses for a period of several months. Twenty- 
six appeared to be cured permanently. Unfor- 
tunately, complications were severe in 4 cases, 
and in one case the child died. 


Gas Gangrene Now Curable 


Srupies By Drs. Eleanor A. Bliss and Patricia 
T. Warth of the Johns Hopkins Medical School 
indicate that aureomycin and terramycin may 
prove helpful in treating gas gangrene and other 
serious wound infections. Chloromycetin was 
not effective. Work is now being done to see if 
tetanus can be relieved as well as the gas gan- 
grene has been. 
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Tipps from her fourn ats 


Cancer of the Small Bowel 


As EVERYONE KNows, cancer of the small bowel 
is a rare disease, but it often must be thought 
of, especially when a patient is suffering either 
from an unexplained anemia, signs of a slow- 
growing intestinal obstruction with visible peri- 
stalsis, or signs of perforation of the bowel and 
peritonitis. There may also be constipation, loss 
of weight, much belching, and much passing of 
flatus. In most of these cases, intestinal obstruc- 
tion is likely to become severe within 6 months 
after the first appearance of the symptoms. 

An excellent article on the subject by J. E. 
Pridgen, C. W. Mayo, and M. B. Dockerty, 
appeared recently (Surg., Gynec. & Obst., May, 
1950). They reviewed the material gathered at 
the Mayo Clinic between the years 1907 and 
1947. After excluding a number of unusual tu- 
mors, they had 63 cases left in which the lesion 
was considered to be a primary adenocarcinoma 
of the jejunum or the ileum. The smallness of 
this number of cases shows how rare the disease is. 


Angina Pectoris 


SoME PATIENTS with angina pectoris learn that 
they can get a great deal of relief from the tak- 
ing of alcohol, and for some time it was thought 
that this meant that alcohol must be a good 
coronary vasodilator. Of late however, a number 
of men have come forward to state their con- 
viction that alcohol is not a coronary vasodilator. 
Recently H. I. Russek, C. F. Naegele, and F. D. 
Regan (J.A.M.A., May 27, 1950) studied elec- 
trocardiograms while the patient took 1/150 of 
a grain (0.4 mg.) of: glyceryl trinitrate, and 
found that certain changes were produced which 
were not produced later by alcohol. They con- 
cluded therefore that alcohol does not change 
the amount of coronary blood flow. 

Be this as it may, in the cases studied, whiskey 
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appeared to be as effective as nitroglycerin in 
preventing angina induced by the standard ex- 
ercise test. Perhaps the alcohol acts as a seda- 
tive. The authors doubted if it is as good a treat- 
ment for angina as is glyceryl trinitrate. 

In the American Heart Journal for March, 
1950, W. J. Atkinson, Jr., reported good results 
with the use of tetraethylammonium chloride 
for angina pectoris. This drug seems to cut off 
from the heart many hurtful influences. The 28 
patients had fewer spells and were able to exer- 
cise more. No harmful effects were observed. 
The correct dose had to be found for each 
patient. Atkinson started by giving the patient 
(always lying down) 50 to 100 mg. intrave- 
nously. If too little was given for a physiologic 
effect, no results were obtained. 


Torulosis of Nervous System 


Wittiam H. Mosserc and James G. Arnold, 
Jr., of Baltimore published a remarkable review 
of the known cases of torulosis of the central 
nervous system (Ann. Int. Med., June, 1950). 
The disease is a very rare one. The infection 
with this mould must be thought of in cases of 
what looks like brain tumor, subarachnoid 
hemorrhage, subdural hematoma, brain abscess, 
encephalitis or long-lasting meningitis. The es- 
sential point is to make a culture of the spinal 
fluid on Sabouraud’s medium and keep watching 
it for a month, at least. 


Ruptured Vertebral Discs 


Operations on 32 patients with sciatica are 
reported by D. H. Echols and F. C. Rehfeldt 
(J. Neurosurg., 1949). In 18 of the 32 they 
found what they thought was an adequate ex- 
planation for the pain. There were 8 cases of 


a bulging disc, 4 cases in which a nerve root 
was adherent to the disc, and 4 cases of com- 
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pression of nerves by hypertrophy of bone. 
There was one case each of spondylolisthesis and 
congenital malformation of the dural sac. The 
authors say that it is possible that some of these 
pathologic conditions were not responsible for 
the sciatica. Even when something wrong is 
found with the disc and repaired, the patient 
does not always get well. A follow-up. study 
showed that 14 of the 18 patients who appeared 
to have a definite lesion were working full time, 
although they were not always tree from pain in 
the back and thigh. 

In the remaining 14 patients operated on, no 
cause for the pain could be found. This would 
suggest that in the future more careful differen- 
tiation should be made between pain due to a 
disc and pain due to ordinary arthritis or neu- 
ritis. A large number of persons with a moderate 
amount of sciatica do not appear to have any 
trouble with a disc. 

Often the diagnosis of a dise can be made 
as the patient limps in, perhaps with a cane, 
perhaps listing over to one side or the other. 


Sometimes the history is that the pain came 
suddenly with a terrible crick, perhaps as the 


patient lifted something or slipped and recovered 
himself. The diagnosis is often dificult because 
many patients have both an arthritis and a dis- 
placed dise. 

In many cases, the diagnosis cannot be made 
until changes in the spinal fluid are found, that 
is, changes indicating inflammation. Perhaps 
also an Achilles reflex is gone on one side, and 
perhaps there are other neurologic changes. 
Sometimes when air is injected into the spinal 
canal the projecting disc can be seen with the 
roentgen ray. 


Lymphogranuloma Venereum 


most physicians think of lymphogran- 
uloma venereum as equivalent to granuloma 
inguinale. B. A. Kornblith emphasizes the fact 
that they are two separate and distinct diseases 
(J. Insur. Med., March- April-May, 1950). 
Lymphogranuloma venereum is due to a virus 
and its diagnosis is based on the finding of a 
positive Frei test. This consists of the intracu- 
taneous injection of 0.1 cc. of a prepared antigen 
made on chick embryos. 

Granuloma inguinale is also called granuloma 
venereum and it is produced by Donovan bodies 


which can be found in tissue scrapings. The 
lesions are found usually on the skin around 
the groin, or on the genitals, but they may occur 
on other parts of the body. This disease does not 
produce rectal strictures. 

In over half of the cases of either lympho- 
granuloma venereum or granuloma inguinale, 
there co-exists another venereal disease such as 
syphilis or gonorrhea. The treatment for lympho- 
granuloma venereum and granuloma inguinale 
consists of the adequate use of streptomycin, 
aureomycin, and chloramphenicol. Occasionally 
some plastic surgery is needed after the disease 
has been quieted down by the drugs. 


Is a Mouth Mask Safe? 


THoucH many surgeons assume that their mouth 
masks used in the operating room prevent the 
infection of wounds, this is actually not so, 
according to R. Schneider (Chirurg., Feb., 1950). 
He states that his studies have shown that when 
a person speaks for several minutes or coughs a 
few times, bacteria go through the mask. For- 
tunately, the number is small. There is more 
likely to be danger if the person has some acute 
or chronic infection in the nose or throat or 
trachea. 


Facial Paralysis 


Douctas W. Macomeer recently described a 
technique for lifting up the corner of the mouth 
in cases of Bell’s palsy and fastening it with a 
bit of fascia lata to the tissues near the ear 
(Rocky Mountain M. J., May, 1950). Macomb- 
er says that the results are almost always good, 
and he knows of no patient who regrets that 
the work was done. The sling which raises the 
angle of the mouth can greatly relieve a most 
embarrassing deformity. 


Penicillin and Diphtheria 


H. B. Bruyn and his colleagues recently re- 
ported observations on 147 patients with diph- 
theria (Am. J. M. Sc., April, 1950). Sixty-two of 
these were treated with antitoxin only, and 85 
with antitoxin plus penicillin. Injury to the 
heart was seen less frequently in the group given 
penicillin, and this drug seemed also to help in 
getting the bacteria out of the throat. 
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Distress Following Cholecystectomy 


Q. One of my patients is a woman aged 45, who 
six months ago was operated on for cholecystitis. 
She thought she was well and then her old indi- 


gestion, gas, and abdominal di fort came back. 
Now she feels much as she did before. She still has 
headache, backache, i constipa- 


tion, and an almost constant distress in the right 
upper quadrant of the abdomen. Occasionally she 
has a bout of pain but she has never needed to call 
a« doctor and she never has needed morphine. What 
is wrong with these people who don’t get well after 
a cholecystectomy? 

A. Probably in most cases the reason the pa- 
tient doesn’t get better after a cholecystectomy is 
that the operation was ill-advised, and the gall- 
bladder was not diseased, or if diseased, it was 
not causing any symptoms. The gallbladder may 
have been removed because the roentgenologist 
thought it emptied slowly or had a few adhesions 
about it. If at operation no stones were found, 
the chances are that the gallbladder was not dis- 
eased, and the operation was ill-advised. The 
chances are, too, that the symptoms were func- 
tional in origin and perhaps due to a neurosis. 
Naturally im they could not be helped by the 
surgeon's efforts. 

In the particular case mentioned, it seems 
likely that the gallbladder had nothing to do 
with the distress. It is too constant. Gallbladder 
disease does not make a constant misery or ache. 
It is more likely to cause intermittent spells of 
pain or bloating. Constant distress is far more 
likely to be referred out from the brain, and to 
be due to nervousness, annoyance, worry, unhap- 
piness, and what not. Usually also the gall- 
bladder is not at fault when the patient com- 
plains of aches and pains outside of the abdomen, 
as in the head, in the lower back, or in the 
joints. It is not at fault when a woman com- 
plains of several psychic symptoms such as 
claustrophobia or a fear of going on the street, 
or great worries, or troublesome compulsions. 
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The physician must be careful also when the 
patient's main symptoms are those of belch- 
ing. This usually is a sort of habit spasm and 
due to the swallowing of air. Regurgitation of 
food and heartburn are almost always of nervous 
or hereditary origin, and nausea is commonly 
due to a neurosis or some fatigue. 

If the patient had gallstones at the time of 
operation, there is much more chance that the 
symptoms now are due to stones remaining in 
the common duct. Then one wants to know if 
the woman has definite spells of pain, perhaps 
with a little chill, a little fever, or some vomit- 
ing. One wants to know if after an attack the 
patient's upper abdomen gets sore. It is help- 
ful, right after such a spell, to estimate the serum 
bilirubin because it sometimes shoots up a bit. 

One wants to know if at operation the com- 
mon duct was opened, and if a t-tube was put 
in. If drainage through the ttube lasted for 
more than 6 weeks, the chances are there was a 
stone in the ampulla causing some obstruction. 

Many of the persons who had definite colics 
before cholecystectomy and who had stones in 
the gallbladder will go on for a year or two hav- 
ing occasional colics, much the same as they had 
before. Usually, it is well that these patients wait 
awhile, because in so many cases, the attacks ap- 
pear to be due to spasm, perhaps in the second 
or third portion of the duodenum. Eventually 
this stops coming, and then the patient is well. 
In the meantime, some spells can be stopped 
with a tablet of 1/100 gr. of nitroglycerin. 

There are some persons who complain of di- 
arrhea after cholecystectomy. It is not known 
exactly how this is produced but it may be due 
to the constant dribbling of bile into the bowel. 
In some persons bile is a stimulant to peristalsis. 

In some cases, it is possible that symptoms per- 
sisting after the removal of a gallbladder full of 
stones are due to a chronic pancreatitis or pos- 
sibly to a chronic hepatitis. 
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There is no good treatment known for these 
conditions. If a normal gallbladder was removed 
and the patient continues to have symptoms due 
to a neurosis, the causes of the neurosis must 
be investigated and if possible corrected. There 
is no logical diet for these patients, except per- 
haps a smooth type of low-residue diet which 
mav lessen the tendency to cramping. Large 
meals of anv kind are often bad. Sometimes it 
helps to keep a record to find whether or not cer- 
tain foods or drinks such as milk, eggs, coffee, 


or chocolate bring the attacks. 


Contact Lenses 


Q. What is the present status of the use of contact 
lenses? | have a young woman with a high degree 
of myopia who hates to wear her glasses at a 
party. Is it safe to use the contact lenses? 


A. There doesn't appear to be any great ob- 
jection to the use of contact lenses if the person 
can stand them. There are perhaps one out of 
three persons who cannot wear the contact lenses 
for a long period with any degree of comfort. 
Contact lenses are now being advised for 
marked deformities of the cornea. They can also 
be used to protect the cornea in those cases in 
which there are inturning eye lashes. 


Prolonged Use of Gynergen 


Q. One of my patients, a single woman of 43, suf- 


fers from severe migraine. For the last 3 years she 
has been taking 2 ampules of 0.5 cc. of Gynergen 
solution a day, and now she sometimes takes a third 
ampule. She injects the drug hypodermically. She 
has shown no signs of trouble but | am anxious 
about her. | have read of two or three cases in 
which Gynergen caused severe spasm in the blood 
vessels of the legs. Should the woman be urged to 
stop taking the Gynergen? 


A. Probably not. The fact that she has taken 
the drug so long without any harm shows that 
she is not allergic to it. It is probable that the 
very few persons who have had difficulty with 
the drug were either allergic to it or had very 
sensitive vasomotor nerves. 

Many of those who in the last 20 years or so 
have seen a few thousand cases of migraine, most 
of them treated with injections of Gynergen, 
have almost no fear of the drug. They know of 
no cases in which when the drug was used for 
the treatment of migraine, gangrene followed its 


prolonged use. There are 3 cases reported in 
which the drug had to be stopped because of 
spasm in the blood vessels. There have been 
cases of carcinoma of the liver with tremendous 
itching in which there was some gangrene. In 
these cases the patients, who were in poor shape 
to begin with, kept taking Gynergen several 
times a day. Obviously the situation in these pa- 
tients was very different from that in even the 
cases of severe migraine. 

Certainly no physician is justified in refusing 
migrainous patients the help that they can com- 
monly get from injections of either Gynergen 
or DHE-45 Cdihydroergotamine, Sandoz, ampule 
of 1 ec.). DHE-45 is much milder in its action 
and much safer, but often because it is mild in 
its action, it is not strong enough to stop a bad 


headache. 


Osteoporosis 


Q. One of my patients is a woman who has just 
gone into the menopause at the age of 51 and who 
is now complaining that her back is hurting and it 
has been bowing over so that she has lost two 
inches in height. X-ray examination shows an os- 
teoporosis. Her blood calcium and blood phosphorus 
are normal. The woman’s diet does not seem to have 
been deficient in any way. What is the trouble, and 
is there anything that can be done for her? 


A. The generalized osteoporosis of the aged 
person is not well enough understood in spite of 
all the fine work that has been done on the sub- 
ject by Fuller Albright and others. 

In the Annals of Rheumatic Diseases (Lon- 
don) for September, 1947, H. J. Burrows and G. 
Graham reported a study of 53 patients with this 
type of spinal osteoporosis of unknown cause. 
They thought possibly it might be associated 
with the prolonged adherence to an unwise diet. 
They agreed that it was not due to a lack of 
vitamins D and C. The cause is still obscure. 
The osteoporosis is usually confined to those 
bones which in the adult contain red marrow, 
namely those of the spine, the limb girdles, and 
the thoracic cage. Only the lumbar and thoracic 
vertebrae undergo sufhcient weakening so that 
they sometimes cave in. The chief symptom is 
usually backache, more often lumbar than tho- 
racic. This pain is likely to be worse with ac- 
tivity, and it is relieved by rest. Many of the 
women complain of much weakness. An occa- 
sional one complains of sudden agonizing pains 
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associated perhaps with movement. At times 
something will seem to snap in the back. After 
that the patient may have to spend several days 
in bed. She may get some relief from rest and 
warmth. 

Most of the patients have to be fitted with a 
brace, and some are given a diet rich in calcium 
and phosphorus and vitamin D. 

The theory of Fuller Albright is that the de- 
calcification of the spine is due to an imbalance 
in the internal secretions such as is thought to 
come often at the time of the menopause. Al- 
ways the physician must think of hyperpara- 
thyroidism with perhaps polyuria, strange cystic 
changes in some of the bones of hands or feet, 
and a high-blood calcium. 


Castration After Radical Mastectomy 


Q. A woman of 44 years recently submitted to the 
radical removal of a breast for carcinoma. The 
lymph nodes in the axilla were f d to tai 
cancer of high malignancy and hence the outlook 
is poor. One consultant has suggested that the 
woman be castrated. Is this a logical treatment? 


A. Castration with roentgen rays appears to be 
helpful. In the Acta radiologica (Stockholm) for 
March 31, 1948, V. E. Thayssen stated that at 
the Radium Center in Copenhagen several hun- 
dred patients were treated for cancer of the 
breast with metastasis. Of these, 99 were given 
not only local radiation treatment of both the 
primary tumor and the metastasis, but they un- 
derwent roentgen castration sometime after the 
appearance of the metastases. A control group re- 
ceived only local roentgen treatment to the breast 
and the axilla. 

It was found that 40 per cent of the castrated 
patients were living two years after the appear- 
ance of the metastasis, while only 11 per cent of 
100 controls were living. Of 74 patients given 
roentgen treatment before and after operation 
and castration, 28 per cent were alive 5 years 
after the operation as against 8 per cent for the 
controls. 

In the February 7, 1948, issue of the ].A.M.A., 
page 432, some favorable literature is given on 
the subject. In an article in the same journal for 
July 8, 1944, T. de Cholnoky stated that there 
was as yet no clear evidence to show that castra- 
tion has an influence in prolonging life in 
women with metastatic cancer of the breast. 
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Removal of Normal Ovaries 


Q. | have a woman of 45 years with a large myoma 
of the uterus. At hysterectomy, should normal ovaries 
be removed, or is it safe or wise to leave them? 


A. Opinions as to this differ. Some gynecol- 
ogists feel that after the age of 40 or 45 years it 
is fr to remove the ovaries even if they appear 
normal. This is because cancer of the ovary can- 
not always be diagnosed quickly, and if its pres- 
ence is overlooked the woman may lose her life. 
Others point to the fact that in some highly 
sensitive or neurotic or migrainous women, the 
removal of the ovaries may have a bad psychic 
effect, and worse yet, it may bring on a violent 
and prolonged menopause. Other women in 
whom the removal of ovaries may do harm are 
those who are subject to spells of mild depression. 

It would appear that the decision to remove 
or not remove the ovaries should depend on a 
good knowledge of the woman's type of nervous 
system and her tendency to have nervous storms. 
It should be remembered that some women, 
much in love with the husband, will be con- 
cerned over the question of their ability to go on 
enjoving their sexual life, and to hold the hus- 

band’s interest and love. 


Thymol Turbidity Test 
Q. What is the thymol turbidity test? 


A. This test, first described by Mac Lagan, 
is not a specific test for hepatic disease, but is a 
sign of some abnormality in the pattern of serum 
proteins which may or may not be due to a dis- 
turbance in the liver. 

Positive reactions are, of course, found 
cases of hepatitis and cirrhosis, but they are 
found also in come cases of rheumatoid arthritis, 
acute lymphogranuloma venereum, metastatic 
cancer of the liver, and occasionally in cases of 
acute rheumatic fever, chronic diseases of the 
lung or heart, in cases of miliary tuberculosis, 
infectious mononucleosis, syphilis, and bacterial 
endocarditis. 

One difficulty with the test is that it is found 
positive in some persons who appear to be in 
good health. The test is thought to be more 
sensitive than some of the others for measuring 
liver function. One expects it to be negative in 
cases of obstructive jaundice without much in- 
jury to the liver. 
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The test has the advantage that it can be com- 
pleted in half an hour. The result is measured 
in units. Normally the value should not exceed 
4 or 5 units. In disease the result may be re- 
ported as running to 24 or even 40 units. 

It seems probable now that the underlying 
mechanisms of the cephalin-cholesterol floccula- 
tion and the thymol turbidity test are not identi- 
cal. Their results, however, often run parallel. 

The thymol turbidity reaction is usually posi- 
tive in cases of infectious hepatitis, and usually 
negative in biliary obstruction of the several 
tvpes. The cephalin-cholesterol flocculation test 
unfortunately often gives a false positive result 
in obstructive jaundice, and hence is not so use- 
ful in the differential diagnosis. The gamma 
globulin test appears to give about the same per- 
centage of false positive results as does the 


thymol turbidity test. 


Electroshock Treatments 


Q. | have a patient who has been depressed without 
apparent reason. A psychiatrist wants to give him 
shock treatments but | have heard that they injure 
the memory. What is the present situation in regard 
to these treatments? 


A. The consensus is that in properly chosen 
cases and with a good technic the electroshock 
treatment can be used with confidence. 

In the Ohio State Medical Journal for March, 
1949, Fetterman reported his results with 100 
psvchotic patients treated in the vear 1941 to 
1942, and followed up for 6 vears. As was to be 
expected, most of the schizophrenics either did 
not get well or else relapsed soon after showing 
some improvement. Several remained well for a 
few months or several vears and then went 
downhill again. In most of these cases the treat- 
ment was not advised and it was used only be- 
cause of the importunities of relatives. 

Most psychiatrists do not recommend electro- 
shock treatment for chronic schizophrenics, but 
in the cases of some of Fetterman’s patients of 
this type a good result was obtained. 

Eighteen of the 100 patients showed partial 
improvement, and they have maintained a fairly 
satisfactory social and industrial status. 

Sixty of the patients showed a good response, 
and 38 have remained well for the whole 6 or 
7 vears. Twenty-two improved at first but later 


regressed. Some of these cleared up again with 
more treatment. The successful cases consisted 
largely of patients who were depressed. There 
were a few who were in the manic stage of their 
disease. 

There was no case in which epilepsy or death 
followed as a result of the treatment. Most of 
the patients were people who lived successfully, 
and none of them showed any mental deteriora- 
tion because of the treatment. Fortunately, today, 
the treatment is much less rough on the patient 
than it used to be. 


Drowsiness After Dramamine 


Q@. | have motion-sick patients who are greatly 
helped by Dramamine but they object to its tendency 
to produce drowsiness. Is there any way of blocking 
this effect? 


A. Yes, in the United States Armed Forces 
Medical Journal for May, 1950, Wayne L. 
Wright reported that although Dramamine 
worked well in about 91 per cent of the cases, 
it was troublesome in some. It caused drowsiness 
in one person out of five. Benadryl was effective 
in 88 per cent of the patients but it also caused 
drowsiness. Much of this was eliminated by giv- 
ing at the same time 2.5 mg. of Benzedrine 
sulfate. 


Nausea from Aureomycin 


Q. What can | do to cut down on the nausea and 
vomiting some of my patients get after taking 
aureomycin? 


A. Some doctors have tried the aluminum 
hydroxide used for the treatment of ulcer, and 
some have found that cottage cheese helps much. 

According to L. G. Bartholomew and D. R. 
Nichols, writing in the Proceedings of the Staff 
Meetings of the Mayo Clinic for June 21, 1950, 
the taking of milk helps most. In a group of 50 
patients who received a glass of milk with their 
aureomycin, only 4 had some nausea and vomit- 
ing. Studies showed that the milk does not di- 
minish the absorption of the drug into the blood 
serum. 

The milk might work best if the patient were 
to sip it for awhile after taking the drug. This 
would tend to drive the waves downward and 
keep them from coming up. 
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THiS SYSTEM 


BY JOHN Y. BEATY 


ALL THINGS CONSIDERED, past due medical bills 
are just as irritating to those who owe them as 
to the physician. For that reason, an effective 
collection system is actually a service to patients 
as well as to the doctor. 

It is probably too much to expect the doctor 
himself to take the time from his practice to fol- 
low up unpaid bills. For that reason, I'm going 
to describe a method which I found in use in 
the office of a general practitioner in Kentucky. 
It has proved most effective and requires none 
of the doctor’s own time—the work is done by 
his office secretary. 

I visited with John N. English of Elizabeth- 
town, Kentucky, recently and he told me of the 
good work his secretary is doing. I then spent 
some time with her and learned more of the 
technic she follows. Undoubtedly, the experi- 
ence of Doctor English in having his accounts up 
to date will be pleasant news to any general 
practitioner. But more important, a description 
of the technic followed by his secretary will 
be helpful, for any good secretary can follow 
the routine and expect similar results. 

Doctor English said that not all of his accounts 
are right up to date. In fact, there are some that 
are several years old. “In the case of those,” he 
said, “I've instructed my secretary not to send 
any more statements. I’m afraid if they pay their 
bills, they will want more service; and they hap- 
pen to be people whom I think it would be bet- 
ter not to have on my list of patients. 

“There's another type of patient with whom 
we have a little difficulty. That is the one who 
thinks he is not helped by my service. He seems 
to feel that my work is all guaranteed and, if he 
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doesn't get the result he hoped for, he should 
not pay the bill. I think it is better to write off 
some of those unsatisfactory accounts as a loss 
and spend no more time trying to collect them.” 


Statements Mailed Every Ten Days 


After eliminating these undesirable patients, 
the secretary in Doctor English’s office sends state- 
ments every ten days. This routine is strictly 
followed until the account is paid, and in most 
cases, only two or three statements are necessary. 
However, if results are not forthcoming from the 
third statement, a fourth one is sent, a fifth, and 
a sixth, and even more. 


An effective collection system is actually a 
service to patients as well as to the doctor. 
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The technic followed is not merely the 
sending of additional statements, but rather the 
addition of a hand-written suggestion which the 
secretary has learned usually causes the patient 
to make payment. 

The first statement goes out in the regular 
way. On the second statement and those suc- 
ceeding, one of the following notes, or a note 
somewhat similar to it, is written on the bot- 
tom. These notes are not necessarily used in the 
order given here, and this is not a complete list 
by any means. It merely illustrates the idea. 

When the secretary knows something about 
the patient, she often is able to write a little 
note which is very effective with one patient, 
but might not be effective with some other one. 
In other words, she tries to make the matter as 
personal as possible vet keep the suggestion brief. 


How the Suggestions Are Tested 


There are two ways by which she learns the 
effectiveness of the note used. Some patients 
come in with the statement and refer to the little 
note on the bottom of it, indicating either irri- 
tation or chagrin; or, in some cases, pleasure be- 
cause of what was written on the statement. 

These remarks enable the secretary to decide 
whether the note was appropriate or not. If 
there is too much irritation because of a certain 
wording, it is natural that she should conclude 
that the wording might be improved, or that 
type of reminder might better be eliminated. On 
the other hand, when people indicate that they 
appreciate the reminder, or that they feel some- 
what embarrassed for not having paid the bill 
previously, she then concludes that the state- 
ment used is one likely to have a similar effect 
on other patients. 


Eleven Types of Suggestions 


Following are eleven types of suggestions 
which are likely to prove effective at least with 
certain patients. Other wording will suggest it- 
self according to your knowledge of each in- 
dividual: 

1. This statement shows the amount now due. 

2. Did our first statement reach you? If it did 
not, this statement will show you the amount 
now due. 

3. It’s easy to lay a statement aside and forget 


to pay it. For that reason, we thought this re- 
minder might be helpful to you in keeping your 
bills paid up to date. 

4. Bills aren't pleasant but the best way to 
get them off your mind is ty pay them. This bill 
is 40 days past due. 

5. A paid bill is no bill at all. We know you'll 
be happier when the doctor’s bill is paid. 
Wouldn't it be a good idea to increase your hap- 
piness this very day by stopping at the office 
and paying the amount on this statement? 

6. If you were seriously ill, we know you 
wouldn't like to have the doctor put off coming 
to help you for 60 days. Possibly you didn’t 
realize it was two months ago that you received 
the first statement. 

7. Income tax time is here again. If you pay 
this statement now, you may include it with 
other bills for medical services in computing 
deductions. 

8. We again congratulate you on the birth of 
your lovely daughter. 

9. We hope it is convenient for you to pay 
this statement this week. 

10. A paid bill makes two people happy—the 
payer and the payee. We know you'll be happy 
to get this bill “off the slate.” 

11. There’s nothing to worry about when all 
bills are paid. 

It must be understood that these notes are not 
written with the idea that they will be used on 
successive statements. It is true, that some of 
them would not be at all appropriate on the first 
statement. As a matter of fact, it is common prac- 
tice to send the first statement without any note 
whatsoever. Even the second statement should 
probably be fairly mild in every case. For ex- 
ample, the number | note would probably be 
appropriate for a second or a third statement. 

There are some patients, of course, who make 
a practice of paying their bills promptly. On the 
other hand, there are others who pay all bills on 
a certain date each month. That might account 
for some not paying on the first statement. 

As a matter of fact, it would seem wise in 
most cases to use a mild note, such as No. | or 
No. 2, on the second and third statement mail- 
ing. No. 3 might be used on the fourth or fifth 
or the sixth mailing. No. 4 might come after 
that, the number of days past due being entered 
according to the actual facts. 

However, No. 5 might be more appropriate 
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instead of No. 4 with certain people. No. 6 
might be questioned by some physicians as in- 
dicating unwillingness to serve the patient until 
after the bill is paid; and, undoubtedly, that type 
of note should not be used except in serious 
cases of neglect. 

It is obvious that No. 7 is appropriate about 
the first of March. No. 8 might be used on the 
second or third statement sent the parents of a 
new daughter; this, of course, will be re-worded 
if the baby is a boy. 

When the patient's regular payday is known, 
the note numbered 9 is particularly helpful if 
the statement is mailed to arrive the day before 
payday. Nos. 10 and 11 are commonly used on 
statements which are long overdue. 

Obviously, this collection system must be used 
with great care. It would be difficult for a doc- 
tor’s secretary who was just starting with the 
work to know which type of note to send to 
which patient. In this case, the doctor would, of 
course, need to help her decide. It is obvious, 
too, that some persons cannot be trusted to do 
this sort of thing because it requires a certain 
ability to avoid embarrassing the doctor and also 
to avoid irritating the patient. 


Milder Suggestions 


Until the secretary has demonstrated her abil- 
ity to use the right psychologic approach with 
this system, such notes as the following probably 
would be safer: 

1. I am sure the doctor would appreciate 
prompt payment of this statement—Mary Brown, 
secretary. 

2. For fear the first statement did not arrive, 
I enclose another one herewith.—The doctor’s 
secretary, Mary Brown. 

3. Receipt of the enclosed amount will be ap- 
preciated. 

4. According to the account on the doctor's 
books, the amount stated is the amount 


GA 
Oost of Be Yreduced 


now due.—Mary Brown, the doctor's secretary. 

5. I hope the service for which this statement 
is made has brought about complete recovery. 
—Mary Brown, the doctor's secretary. 

6. The doctor wishes me to state that he is 
always happy to serve you.—Mary Brown, the 
doctor’s secretary. 

7. Please return this statement with your 
check. It will be marked “paid” and returned to 
you. I hesitate to send you a second statement 
but I fear the first one may have been over- 
looked.—Mary Brown, the doctor’s secretary. 


Some Need No Follow-up 


There are, of course, many patients who do 
not need this follow-up and it probably would 
be wise, unless the secretary is thoroughly fa- 
miliar with all patients, to make an entry on the 
ledger sheet for certain patients that no follow- 
up statement is to be mailed; or, at any rate, no 
special note is to be typed on the statement. The 
active collection system is, of course, for the pur- 
pose of collecting from those who are negligent. 

It should be emphasized once more that the 
wording of the various notes is merely illustra- 
tive and, while all of them might be appropriate 
in certain cases, the greatest of care must be ex- 
ercised in determining which patient should re- 
ceive which type of note. 

Another suggestion is that the doctor or his 
secretary, or the two together, might well work 
out a series of statements with their own words 
for use with patients of different types. In fact, 
these notes might be classified in groups which 
would be numbered or lettered. The secretary 
then, in doubt as to which type of note to use 
on the statement of patient Brown, might say to 
the doctor, “Shall I use note A, B, or C>” The 
doctor might know the patient better than the 
secretary and might better decide. After using 
this system for a few months, both would be- 
come familiar with the different types of notes. 


AN AROUSED cITIZENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let’s do something 
about it! The Hoover Commission found, for example, that: 

The army tore down a camp in Alaska which cost 16 million dollars. It shipped the lumber 
to Seattle, where the Department of the Interior took it back to an Alaskan point ten miles 


from where it was originally. 
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MEDICAL CARE OF VETERANS 


IN THE August 12, 1950, number of the J.A.M.A. 
is a special article on what has been done in 
the last few years in the way of caring medically 
for the veteran. The article is by the late Roy R. 
Kracke of Birmingham, Alabama. All those 
physicians who are interested in what is being 
done at present for sick veterans should read 
this article in its entirety. 

Kracke pointed out that in the year 1934 there 
were 38,026 veterans receiving hospitalization. 
Of these 14 per cent were being treated for 
tuberculosis, 56 per cent for nervous and mental 
diseases, and 30 per cent for general medical 
and surgical conditions. On January 31, 1950, 
the Veterans Administration was supplying the 
following number of beds: For general medical 
and surgical care, 37,436; for neuropsychiatric 
care, 54,589; for tuberculosis, 14,187; and domi- 
ciliary, 17,946, or a total of 124,158. 

Doctor Kracke thought that a fairly safe and 
conservative estimate of what will be needed in 


" 
" 
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1975, granting that we haven't another world 
war, is some 260,000 beds. But if there is no 
restriction on hospitalization of veterans the need 
may well run up to 300,000 beds. 

Kracke stated that many of the hospitals are 
being built where they should be, alongside of 
medical schools and teaching hospitals, where 
it will be easiest for the Veterans Administra- 
tion to get good physicians and to keep those 
physicians in close touch with new develop- 
ments. But, “Great pressures are always brought 
on the Veterans Administration to place hos- 
pitals in undesirable locations. For the most part 
these pressures have been successfully resisted, 
although there are rare instances, particularly in 
the previous ten-year building program, in which 
an institution has been erected in an undesirable 
location.” 

By June, 1949, there were 185,944 full-time 
and 9,544 part-time personnel in the VA, or a 
total of 195,000 persons. About 114,000 were 


New VA Hospital at Wilkes-Barre, Pennsylvania, opened last month. 
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employees of the Department of Medicine and 
Surgery. For the fiscal year 1950 the total VA’s 
funds were over $5,625,000,000. Five hundred 
and eighty-two million was available for the De- 
partment of Medicine and Surgery. 

In a veterans hospital there is an average of 
just one employee per patient. The average per 
diem cost for a patient in 1949 was $6.58 in the 
neuropsychiatric hospitals, $12.72 in the tuber- 
culosis hospitals, and $14.22 in the general medi- 
cal and surgical hospitals. 

In one veterans’ hospital in 1949 over 1,000 
operations were performed in one month. 

The VA is using some 4,000 full-time physi- 
cians and 1,000 full-time dentists. The employ- 
ment of 13,700 nurses makes it hard for civilian 
hospitals when they want a nurse. 

Full-time physicians in the chief grade receive 
up to $11,000 a year and similar salaries are 
paid to dentists. In the nursing service, gradu- 
ate nurses begin at $3,400 per year and go up 
to a maximum of $7,400 a year. The VA still 
needs more than 700 specialists to bring it up 
to full strength. 

It is noteworthy how well the younger men 
and the residents are now being trained in the 
VA hospitals. Every effort is being made to 
keep up the morale of the physicians and to 
keep them studying and improving themselves. 
More and more men are being encouraged to 
pass their National Board examinations. Educa- 
tion is constantly going on also in the field of 
nursing. About a fifth of the nurses have either 
a Bachelor's or a Master's degree. 

There are 342 men certified as psychiatrists 
by the American Board of Psychiatry and Neu- 
rology. The percentage of autopsies performed 
has risen now to 67 per cent, and in 40 hospitals 
it has risen to 75 per cent, which is a fine figure. 
At the hospital in Biloxi it has risen to almost 
100 per cent. 

Research activities are constantly being en- 
couraged, and last year over $4,000,000 was ex- 
pended for research. 

There is also the Auxiliary Medical Service. 
A veteran anywhere in the United States can 
receive from his home-town physician medical 
treatment for any disability presumed to have 
developed on a service-connected basis. This 
has proved popular with the veterans in some 
sections of the country. Physicians are paid a 
maximum of $6,000 a year for such services, ac- 
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cording to a schedule of fees agreed upon be- 
tween the VA and the State Medical Society. 
Some 75,000 physicians in the country have in- 


dicated their willingness to participate in this 
program. Last year some $16,000,000 was ex- 
pended for this service. 

As Kracke said, certainly the American people 
have every right to be proud of the care that 


has been given to the nearly 20,000,000 vet- 
erans of the several wars, and they should be 
proud of the medical service that has been de- 
veloped since the conclusion of World War II. 
We in the medical profession can be proud of 
what has been done and is being done. All this 
work could not have been done without the 
wholehearted co-operation and support of Ameri- 
ca’s physicians. We should pay a great tribute 
to General Omar N. Bradley, Major General 
Paul R. Hawley, and Major General Carl R. 
Gray, Jr. and the chief medical director, Dr. 
Paul B. Magnuson. 
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Closer Scrutiny of Health Legislation 


For the first time since the close of World War 
II, a new session of Congress is being launched 
without expectations of its producing a sizable 
volume of new statutes in the field of health 
and medicine. Korea and all its grave implica- 
tions made it crystal clear months ago that only 
those national “needs” which could be conclu- 
sively demonstrated to be military or civil de- 
fense necessities stood a chance of Congressional 
approval. 

While it is not at all unlikely that champions 
of such Fair Deal programs as Federal subsidiza- 
tion of medical schools, school health services, 
and local public health agencies will hitch their 
campaigns to the defense wagon, it is certain 
that the screening on Capitol Hill will be fine, 
indeed. Projects sponsored as long-range aids to 
defense planning, notably government financial 
aid to medical education for purpose of increas- 
ing output of doctors and nurses, face formi- 
dable scrutiny. 

Retrenchment, rather than expansion, of Fed- 
eral activities in the medical sphere is indicated 
in 1951. Primary reason, of course, is that an in- 
creased proportion of the budget will go to the 
military. An important contributing factor is the 
trend—dramatically illustrated by results of No- 
vember’s elections—away from Washington wel- 
fare largesse out of tax revenues. Grants in aid 
for medical research are shrinking. Veterans Ad- 
ministration will have to get along with less 
money to run its huge hospital and medical care 
establishment. Federal contributions under the 
Hill-Burton hospital construction program have 
been cut in half and determined battles now be- 
ing waged to rescind the reduction will hardly 
succeed unless Congress is positively convinced 
that to do otherwise may impose a serious handi- 
cap on civil defense. 

If any further sign is needed that the new 
82nd Congress won't be inclined to further Fed- 
eral participation in medical affairs, it lies in the 
anti-Administration complexion of the collective 
membership and, more specifically, in the make- 
up of committees which handle proposed health 
legislation. Gone from Senate Labor and Public 
Welfare Committee—and from Capitol Hill itself 


TRENDS AND EVENTS IN THE NATION’S CA 


—are Thomas of Utah and Pepper of Florida, 
proponents of compulsory health insurance. Not 
only is Biemiller of Wisconsin gone from House 
Interstate and Foreign Commerce Committee, 
he likewise having been defeated at the polls, 
but the Republican membership of this group 
is to be increased this month. 


VA Hospital Staffing Problems 


Serious difficulties being experienced by Vet- 
erans Administration stafing its hospitals 
were considered at length by medical advisors to 
American Legion at their December meeting in 
Washington. Losses of doctors to the armed serv- 
ices and apparent reluctance of younger physi- 
cians to become VA employees as long as the 
draft hangs over their heads have resulted in 
acute understafing of many of the veterans’ 
facilities. 

Accenting the problem is the fact that this 
branch of the Federal service had 60 fewer full- 
time physicians on its rolls in mid-December 
than it had last June, although a dozen new 
hospitals had been placed in operation during 
that six-months’ period. 

American Legion, convinced that VA's hos- 
pital system is in danger of collapse unless the 
country’s reservoir of medical manpower is in- 
creased, has launched a campaign to stimulate 
assistance of medical schools. It has refrained so 
far, however, from taking a stand on Federal Aid. 

Reopening of Congress on November 27 for 
a short “lame duck” session coincided with re- 
sumption of a special House investigation of 
possible health hazards in the use of chemicals 
in raising, manufacture, processing, and _pres- 
ervation of foodstuffs. Food and Drug Admin- 
istration, which is a unit of Federal Security 
Agency, is hopeful that the inquiry will lead to 
a statute making it mandatory for chemicals to 
be tested prior to their adoption as a substance 
in bread, canned goods, and other foods. A num- 
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ber of pharmacologists and medical researchers 
have given testimony and more will be heard 
before the protracted hearings are concluded. 
A great many professional and voluntary or- 
ganizations in the medical sciences have reg- 
istered with Congress under provisions of the 
National Lobbying Act in order to render their 
activities, and financial aspects thereof, open 
to public inspection notwithstanding the fact 
that they might not be required to register as 
“lobbyists” under a strict interpretation of this 
little-understood Federal law. Latest to begin 
filing reports is the American College of Radiol- 
ogy. Other registrants, whose financial reports 
for the third quarter of 1950 were published in 
the Congressional Record for November 27, in- 
cluded: Association of American Physicians and 
Surgeons; state medical societies of New Jersey, 
North Carolina, and Indiana; American Medi- 
cal Association; American Dental  Associa- 
tion; American Hospital Association; American 
Nurses’ Association; American Osteopathic As- 
sociation; Committee for the Nation’s Health 
and National Chiropractic Insurance Company. 
Figures for A.M.A.’s National Education Cam- 
paign disclosed that expenditures for July, Au- 


gust, and September totaled $622,406.05. 


Clearer Prescription Refill Rules 


Of interest and importance to all practicing 
physicians is a proposed change in Federal reg- 
ulations dealing with refills of prescriptions. Its 
objective is to give pharmacists as well as doctors 
a clearer understanding as to refillability of pre- 
scriptions without separate authorization being 
required for each visit to the druggist. 


A 30-aay verind for receipt of comments on 
the proposed reg::!tion change is due to expire 
January 5, 1951. Fede..! Security Administrator 
Oscar R. Ewing said final action in the matter, 
which revolves in the main around abuse of 
prescriptions for barbiturates, will not be taken 
until objections have been studied. However, 
he denied a request made by American Pharma- 
ceutical Association for a public hearing. 

“To permit a layman, without a doctor's 
supervision, to use barbiturates, sulfa drugs, or 
thyroid would create a very serious danger to 
health,” said Ewing. “And if a doctor has pre- 
scribed a limited quantity of such a drug, there 
would be a like danger to health in permitting 
the prescription to be filled without the doctor's 
approval. 

“The new regulation makes no relaxation in 
regard to these dangerous drugs. We will con- 
tinue to press legal action against those few 
pharmacists who endanger their customers’ lives 
by selling these toxic drugs without prescription 
or upon unauthorized refill. Over-the-counter 
drugs are those that may be sold freely without 
prescription. It frequently happens that a doc- 
tor will prescribe a drug which the patient could 
buy without his prescription, and in that case 
the new regulation makes clear that if the phar- 
macist puts on the package the instruction in- 
dicated by the doctor, he may omit the more 
complete directions for use which the law re- 
quires when there is no prescription. 

“The regulation also makes clear that the 
same rules apply if the prescription is refilled, 
unless the doctor has expressly forbidden the 
refill, or unless the pharmacist is on notice that 
the refill may be dangerous.” 


Cances Hi Opens 


Tue new $6,000,000 Ewinc Hosprrat in New York City has just been opened. It has 275 
beds, and will be owned and operated by the city of New York. It will function as part of the 
group of research hospitals and institutions which include the Memorial Hospital, the Sloan- 
Kettering Institute, the Cornell Medical College, and the New York Hospital. 

In the past three years, technics have been developed at the Memorial Hospital that 
promise 15 to 20 per cent cures in even those cases of pelvic cancer that had previously been 


labeled incurable. 


Some of the patients are being sent to the Brookhaven National Laboratories where a new 


atomic reactor has just been put into operation. 


Some disease-producing viruses are now being used to kill the cancer cells. 
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activity, orally, 


IN A BLOOD-BUILDING, 
APPETITE-BUILDING IRON TONIC! 


B,, activity of at least 12 micrograms of vitamin B,, 
per oz. as determined by microbiological assay. 


Iron (ferrous gluconate) in hematinic quantities. 


B complex vitamins well in excess of known mini- 
mum daily requirements. 


Pleasant tasting. too! 


& De 


CINCINNATI U.S.A Beta-Concemin ®) 
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RECENTLY a collection of witty quotations deal- 
ing with various aspects of the medical scene was 
published by Grune and Stratton. Entitled 
Amusing Quotations for Doctors and Patients, 
the book was edited by Dr. Noah Fabricant. 
Many of the items are, in a way, proverbs, and 
Bertrand Russell once said that a proverb is “the 
wit of one man combined with the wisdom of 
many.” 

Some examples of the quotations in this book 
are, “A drunkard is like a whiskey bottle, all 
neck and belly and no head.” “It’s all right to 
drink like a fish if you drink what a fish drinks.” 
According to Mark Twain, “Familiarity breeds 
contempt—and children!” Arthur Baer quipped 
that some women diet on any kind of food they 
can lay their hands on. Ralph Waldo Emerson 
noted that, “It is dainty to be sick if you have 
the leisure and convenience for it.” Francois 
Rabelais said, “Happy the physician who is called 
in at the end of the illness!” How true! Dorothy 
Canfield Fisher remarked, “Some people think 
that doctors and nurses can put scrambled eggs 
back into the shell.” Benjamin Franklin said, 
“He is the best physician who knows the worth- 
lessness of the most medicines.” 

Confucius said, “No doctor is good who has 
never been sick himself.” Plato went further and 
said that a doctor should have had the disease 
that he commonly treats. A bit hard on gynecol- 
ogists and obstetricians! William Osler said, “The 
desire to take medicine is perhaps the greatest 


A BIT OF WIT--A BARREL OF WISDOM 


feature which distinguishes man from animals.” 
According to John Barrymore, “America is a 
country where you buy a lifetime supply of 
aspirin for a dollar and then use it up in two 
weeks.” 

Mark Twain wrote, “Water, taken in moder- 
ation, cannot hurt anybody.” Another Oslerism, 
“Natural man has only two primal passions, to 
get and beget.” Robert M. Hutchins. said, 
“Whenever I feel like exercising, I lie down un- 
til the feeling passes!” Laurence Sterne remarked 
that “Men tire themselves in pursuit of rest.” 
An Irishman wailed, “How happy we'd be if it 
weren't for our pleasures!” E. W. Howe said, 
“A good scare is worth more to a man than good 
advice.” Not bad! Mark Twain once commented 
that, “Man is the only animal that blushes—or 
needs to.” 

Friedrich Nietzsche evidently was not a fem- 
inist. He thought that “When a woman becomes 
a scholar there is usually something wrong with 
her sexual organs!” Anatole France was a bit 
earthy when he expressed his opinion that “A 
woman without breasts is like a bed without 
pillows.” Robert G. Ingersoll suspected that 
“Many people, when they think they have re- 
ligion are merely troubled with indigestion.” 
Robert Louis Stevenson will be well remem 
bered by physicians if only because of his note 
that he who sows hurry reaps indigestion. He 
noted also that, “It is better to lose health like 
a spendthrift than to waste it like a miser.” 
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Oliver Herford said that a hair on the head 
is worth two in the brush! George Herbert re- 
marked wisely that, “The comforter's head never 
aches.” Some patients might note this and try 
to lose their aches by helping someone. Sydney 
Smith once said, “It was so hot here that I found 
there was nothing left for it but to take off my 
Hesh and sit in my bones!” 

Victor Hugo must have known much about 
heredity because he remarked that, “If you 
would civilize a man, begin with his grand- 
mother.” William R. Inge also felt that “The 
proper time to influence the character of a child 
is about 100 vears before he is born.” Brander 
Matthews said, “A highbrow is a person edu- 
cated beyond his intelligence.” Some farmers 
say of a person of this type that he is a “highly 
educated damn fool.” 

Someone said, “Some women blush when 
they are kissed, some call for the police, some 
swear, some bite, but the worst are those who 
just laugh!” La Rochefoucauld said, “Everyone 
complains of his memory, no one of his judg- 
ment.” Channing Pollock wrote, “A critic is a 
legless man who teaches running.” Franklin D. 
Roosevelt quipped that “A radical is a man with 
both feet firmly planted in the air.” Some Re- 
publicans would say, “He ought to have known.” 
John Bright said so well of a certain man that, 
“Ele is a self-made man, and he worships his 
creator.” Don Herald wrote, “The short skirts of 
today reveal the malnutrition of yesterday.” 
There is a lot of medical truth in that. 

Adam Smith wrote years ago, “Man is an ani- 
mal who makes bargains; no other animal does 
this; no dog exchanges bones with another dog!” 
William Osler’s remark should be remembered 
by all who like to fight about priority. He said, 
“In science, credit goes to the man who con- 
vinces the world, not to the man to whom the 
idea occurs first.” Another good idea is that, “A 
man is never so poorly occupied as when defend- 
ing himself.” The wise politician never answers 
a charge. Finley Peter Dunne (Mr. Dooley) 


used to say, “If Christian Scientists had more 
science and doctors more Christianity it wouldn't 
make any difference which you called in—if you 
had a good nurse!” Bertrand Russell observed 
that “The trouble with the world is that the 
stupid are cocksure, and the intelligent are full 
of doubt.” 

Homer must once have had a nervous break- 
down because he found out that “Too much rest 
becomes a pain.” Elbert Hubbard said, “God will 
not look you over for medals, degrees or diplo- 
mas, but for scars,” by which he probably meant 
that he who wishes té grow in spiritual grace 
and wisdom must go through suffering. Many 
wise doctors will sympathize with Oliver Wen- 
dell Holmes’ statement that, “If a man hasn't 
plenty of good common sense, the more science 
he has the worse for his patients.” E. W. Howe 
used to say, “There is only one thing people like 
that is good for them and that is a good night's 
sleep!” Hippocrates observed that, “Sneezing will 
stop a hiccup.” A Scottish proverb says, “Never 
show your teeth unless you can bite.” Nations 
must sometimes remember this. 

Frank Hubbard said truly, “Of all good home 
remedies a good wife is the best.” Hippocrates 
was very wise when he wrote, “To do nothing 
is sometimes a good remedy.” We doctors ought 
more often to remember that. Seneca said very 
wisely, “It is part of the cure to wish to be 
cured.” We all know that some persons who 
waste a doctor's time are not really anxious to 
get well. Mark Twain thought that “More than 
one cigar at a time is excessive smoking!” He 
said also that “It has always been my rule never 
to smoke when asleep, and never to refrain when 
awake. To give up smoking is the easiest thing 
I ever did. I ought to know because I have done 
it a thousand times!” George Bernard Shaw said, 
“Youth is a wonderful thing; what a crime to 
waste it on children!” 

There’s much more of this sort of thing which 
can be found in the book: much wisdom and a 
good deal of fun. 


ychic Test fev Childuen 


Dr. Max L. Hurr of the University of Michigan reported at the meeting of the American 
Orthopsychiatric Association a psychic test for children. It consists of 21 pictures of familiar 
situations. The child describes what he sees in these, and according to his answer much can 
be learned about him and his psychic tendencies. 
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most common sign 


“Jt is probable 


that anemia 


is the one sign 


most commonly 


encountered by 


physicians in 
patients of any age... 


Of all the anemias, however, the hypochromic or 
secondary anemias are encountered most often. 
Some estimates place their incidence as high as 
95%.2 In practically any acute or chronic dis- 
ease, debilitating disorder, and “run down” or 
lowered resistance state, the secondary or hypo- 
chromic anemias must always be held in mind as 
a possible secondary complication. 


Whenever an effective, reliable, and well-tolerated 
hematinic is required for the prophylaxis or ther- 
apy of the secondary or hypochromic anemias, 


HEMOSULES* ‘Warner’ are indicated. 


The recommended daily dose of 
6 HEMOSULES*“ provides . . . 


Ferrous sulfate (15 gr.) 972. 
Liver fraction 2 (15 gr.) 972. 
Folic acid** 
Thiamine hydrochloride (vitamin B,) 6. 
Riboflavin (vitamin B.) 6. 
Niacinamidet 24. 
Pyridoxine hydrochloride (vitamin B,){ 3.0 mg 
d-Panthenol (equiv. to 3.0 mg. pantothenic acid)** 2.82 mg 
Ascorbic acid (vitamin C) 90.0 mg 


0 
0 
2 
0 
0 
0 
0 
8 


**The need for pantothenic acid and folic acid in human nutrition has not 
been established. 


t The daily requi: for niacinamide and pyridoxine hydro. 
chloride has not been established. 


*Trade Mark 
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Indications 
HEMOSULES* ‘Warner’ are indicated in anemias 


secondary to acute or chronic infection, malig- 
nancy, acute or chronic blood loss, parasitic infec- 
tion, malaria, pregnancy, hypothyroidism, in- 
adequate iron intake, and gastrointestinal disease; 
and chlorosis or idiopathic hypochromic anemia. 


Package Information 


HEMOSULES* ‘Warner,’ hematinic capsules, are 
available in bottles of 96, 250, and 1,000. 
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Nethods of Nedicine 


hours of reading. 


It has been twenty-six years since the first edition of this practical guide for clinical in- 
vestigation of disease was published. The tremendous advances and changes in internal 
medicine which that period has witnessed are fully encompassed in this new Second Edition. 


The book is one that should logically find a place on the desk of every physician—for it 
contains all the material needed for a complete clinical study. The author's wide clinical 
experience can be noticed in every section of the book. He gives you knowledge and help to 
be called upon quickly and applied efficiently—information wh‘ch otherwise might require 


Some quick facts concerning how Dr. Herrmann’s book can help you in the 
clinical investigation of disease: 


If you suspect a certain disease and are in doubt as to 
the clinical procedures to confirm your diagnosis, sound 
methods are clearly shown to you in this new book. 


If you have any difficulty in correlating clinical labora- 
tory procedures with the condition of the patient—the 
material you need is here. 


He shows you sure and efficient ways to narrow your 
diagnoses and confine your laboratory procedures to those 
which will give you pertinent information. 


He gives you a brief résumé of the history and physica: 
examination so that you may assimilate your physica: 
findings in reaching a tentative diagnosis. 


In Part II of the book he devotes 100 pages to common 
laboratory procedures and tests relative to routine case 
studies. This is briefly, but expertly done—it forms a 
very pract’cal nontheoretical presentation of clinical 
pathology for the busy doctor in his daily practice. 


The third section applies the information found in 
Part II to the history and physical findings obtained by 
proper follow-ups of the history. Here he a‘so presents 
special studies to be undertaken in infectious diseases, 
patients with metabolic, hematological and endocrine 
disorders, nutritional, pulmonary and circulatory dis- 


eases, disorders of the digestive system, kidney and gen- 
ito-urinary tract, and cases of allergy and neurological 
and psychological disorders. 


Part IV is concerned with emergency diagnosis pro- 
cedures in comatose patients and the management and 
treatment in other emergency situations. This section 
also includes general therapeutic methods, a list of the 
famous Dock’s Twenty Drugs and Physical Therapy. 


The fifth part of the book is a detailed up-to-the-minute 
dietetic manual which could well form a complete 
treatise on the subject of diet. 


There is a “Working Outline Table of Contents” (17 
pages) in which Dr. Herrmann has broken down each 
section of the book into descriptive detail which is one 
of the most unusual features to be found in any medical 
book. It is part of his ‘“‘vade mecum” plan—in other 
words, he not only shows you a way, but how to make 
one if you need to. 


By GEORGE HERRMANN, M.D., Ph.D. 


Professor of Medicine, University of Texas Medical Branch 
at Galveston; Director of the Cardiovascular Service and 
Heart Station, University of Texas Hospitals. 488 pages, 
PRICE, $7.50. 


Onder 
Form 


Enclosed find check. 


Name... 
Address . 


The C. V. Mosby Company 
3207 Washington Blvd. 
St. Louis 3, Missouri 


Please Send me Herrmann’s METHODS OF MEDICINE, Second 


Edition—The price is $7.50 
Charge my account. 
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Lhe Dractitioners Bookshelf 


Handbook of Medical Management. By Milton Chat- 
ton, M.D., Sheldon Margen, M.D., and Henry D. 
Brainerd, M.D. Pp. 476. Price, $3.00. University 
Medical Publishers, Palo Alto, Calif., 1950. 


This very compact handbook is crammed with 
information, well arranged, and of the sort that 
every medical student or general practitioner 
will be glad to have. There are a number of 
valuable tables. There are many prescriptions 
and detailed instructions for the treatment of the 
various diseases. The print is rather fine and 
this may bother some people with poor vision. 


The book is printed by a photographic process. 


Physician’s Handbook. By Marcus A. Krupp, M.D., 
Norman J. Sweet, M.D., Ernest Jawetz, M.D., and 
Charles D. Armstrong, M.D. Pp. 380. Price, $2.50. 
University Medical Publishers, Palo Alto, Calif., 
1950. 


This sixth edition has been completely revised 
and brought up to date. It is packed full of in- 
formation in a most interesting form. No words 
have been wasted anywhere. "Phew are many 
useful tables which would be hard to find any- 
where else. There is a compact section on the 
interpretation of electrocardiograms. This is a 
wonderful book for a general practitioner who 
wants to keep up to date on what is going on in 
internal medicine. It has been reproduced by 
a photographic process. 


The Abnormal P halogram. By Leo M. 
Davidoff, M.D., and Bernard S. Epstein, M.D. Pp. 
506. Price, $15.00. Lea & Febiger, Philadelphia, 
1950. 


This volume is devoted to the neuroroent 
genography of the skull and its contents with 
emphasis on the pneumoencephalogram and with 
the exclusion of the angioencephalogram. Tecl:- 
nic and interpretation are thoroughly  dis- 
cussed in many chapters, each dealing with one 
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specific intracranial lesion, neoplastic and non- 
neoplastic. 

The book is well published, with remarkably 
clear illustrations where one really can see what 
the authors want to demonstrate. It is a_text- 
book of most interest to those engaged in the 
specialty of peurology and neurosurgery. 

—Erwin p, M.D. 


The Adrenal Gland. By Frank A. Hartman and Kath- 
erine Brownell. Pp. 581. Price, $12.00. Lea & 
Febiger, Philadelphia, 1949. 


As one would expect from a man who has 
been studying the physiology of the adrenal 
gland for years, this is a good book, with over 
3,000 references listed. 


1949 Year Book of Pediatrics. Edited by Henry G. 
Poncher, M.D., in collaboration with Julius B. 
Richmond, M.D., and Isaac A. Abt, M.D. Price, 
$4.50. The Year Book Publishers, Inc., Chicago, 
1950. 


This book is written primarily for the pedia- 
trician, vet it can be read with profit by all gen- 
eral practitioners. 

The selected articles are timely and presented 
clearly, in a manner rarely achieved by abstracts. 
Such controversial topics as adenotonsillectomy 
during the poliomyelitis season are discussed in 
detail. The great steps forward made in recent 
vears in the antibiotic treatment of infectious 
disease is highlighted by emphasis on the impor- 
tance of finding first what bacterium is at fault. 

Epman, M.D. 


The Pathology of Internal Diseases. By William Boyd, 
M.D., Pp. 866. Price, $11.00. Lea & Febiger, Phil- 
adelphia, 1950. 

Since this book first appeared, it has been a 
favorite with teachers and students. This is un- 
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the 


most 


effective 


known 


iron therapy 


MOL-IRON 


Molybdenized Ferrous Sulfate—a co- 
precipitated complex of ferrous sulfate 
and molybdenum oxide. 


Carefully evaluated in several series of controlled 

investigations, White’s Mol-Iron has proved to be strikingly 

more effective as a hemopoietic agent than unmodified 

ferrous sulfate,'?* as well as exceptionally well tolerated.** 

Indicated in iron-deficiency, secondary anemias. 
SUPPLIED: Mol-Iron Tablets—small, easily swallowed. Bottles of 

100 and 1000. 

Also available—extremely palatable Mol-lron Liquid, 


particularly suited to children’s tastes. Bottles of 
12 fluid ounces. 


Mol-lron with Liver and Vitamins—for the 
New nutritionally complicated hypochromic anemia. 


Mol-lron with Calcium and Vitamin D—for the 
pregnant or lactating patient. 


1. Dieckmann, W. J., and Priddle, H. D.: Am. J. Obstet. & Gynec. 57:541, 1949. 
2. Chesley, R. F., and Annitto, J. E.: Bull. Margaret Hague Mat. Hosp. 1:68, 1948. 
3. Dieckmann, W. J., et al.: Am. J. Obstet. & Gynec. 59:442, 1950. 

4. Kelly, H. T.: Pennsylvania M. J. 51:999, 1948. 

5. Neary, E. R.: Am. J. Med. Sc. 212:76, 1946. 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 
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derstandable because Boyd is a fine pathologist, 
and particularly important, he is a good teacher. 

Any physician who wishes to get up to date 
on his pathology can hardly do better than to 
buy this book. 


How to Be Happy Though Young: Real Problems of 
Real Young People. By George Lawton. Pp. 300. 
Cloth. Price, $3.00. The Vanguard Press, Inc., New 
York, 1949. 


This is a book that might help many parents 
because it tells about the actual problems of 
young people. So often, devoted parents are 
puzzled as to what makes children do what they 
do, and what makes them think as they do. This 
book can help parents with such problems. 


The Best Medicine and Other Stories. By Frederic 
Loomis, M.D. Pp. 71. Price, $2.75. Loomis Book 
Company, Piedmont, Calif. 

This is a collection of short stories by Dr. 
Frederic Luomis who recently died. He wrote 
beautifully ana most interestingly, and all those 
who in the past have been charmed by his writ- 
ings will want to have this little book. 


The Meaning and Practice of Psychotherapy. By V. 
E. Fisher, Ph. D. Pp. 411. Price, $5.00. The Mac- 
millan Company, New York, 1950. 

This is an attractive, well-written book in 
which the author teaches in a good way by pre- 
senting fairly long abstracts of the records of pa- 
tients who were treated for different psycho- 
logic disorders. There is a good deal on the 
methods of approaching the patient and study- 
ing him. This book has the advantage over many 
others on psychiatry that the author can write 
clearly and in simple speech. 


The Midwest Pioneer, His Ills and Cures and Doctors. 
By Madge E. Pickard and R. Carlisle Buley. Pp. 
339. Henry Schuman, New York, 1946. 


This is a learned book which was written only 
after much research. This is shown by the text 
and the appendix which is full of notes. It is 
a fine volume for anyone who wishes to study 
the history of folk medicine in the United States. 
One fine feature about the book is that there is 
a great deal on quack medicine, home medical 
books, herbs, and Indian prescriptions. 

Most books on the history of medicine tell 
about medical schools and the leading professors 
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and their writings; this book tells of pioneer 
medicine among the people, and what they did 
to try to get some relief from their illnesses, 
especially during the years when they were scat- 
tered out over the country and living in log 
cabins. 

This is a grand book for the doctor who wants 
to do some good reading at the end of a busy day. 


A Textbook of Gynecology. By Arthur Hale Curtis, 
M.D., and John W. Huffman, M.D., Emeritus Pro- 
fessor and Chairman, Department of Obstetrics, 
Northwestern University Medical School, and Asso- 
ciate Professor, respectively. Pp. 799. Price, $10.00. 
6th Ed. W. B. Saunders Company, Philadelphia, 
1950. 


Every general practitioner practicing gynecol- 
ogy will find that Curtis’ text permits correla- 
tion of the patient, the findings, and the diag- 
nosis. He will find that the treatment recom- 
mended, and often illustrated, is direct, practical, 
and authoritative. 

The tone of the book is clinical, rather than of 
the laboratory. Possible mishaps are considered, 
and methods indicated to avoid errors, as that of 
overlooking carcinoma of the uterus. 

The illustrations are numerous, clear, and of 
much teaching value. The numerous sketches 
by Tom Jones of the anatomy of the pelvis are 
a great value to anyone who must perform pel- 
vic surgery. 

The advice is so commonsense that it can be 
warmly recommended, i.e., that perforation of 
the fundus of the uterus with a curet is not nec- 
essarily an indication for an immediate lapa- 
rotomy, and that such perforation occurs far 
more frequently than is recognized. 

Puzzling interrelations between gynece ic 
and obstetric conditions are explained. Cautiors 
are given concerning the examination of the 
gynecologic patient. 


L. M.D. 


Pollen-Slide Studies. By Grafton P. Brown, M.D., Pp. 
122 with 98 illus. Charles C Thomas, Springfield, 
Ill., 1949. 


Some physicians who are interested in allergy 
may enjoy this little book which shows how some 
allergists are now measuring the amount of pol- 
len in the air from day to day. The average 
physician will be interested mainly in the de- 
scription of how the counts are made. 
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FOR ALL ANEMIAS 


EACH CC. CONTAINS: 


ae VITAMIN B,. (10 megm.) 10 U. S. P. Units 
FOLIC ACID 


For Intramuscular Injection 


The Anplex (Chimedic) formula is based on the Whether the anemia is one of the many 
most recent clinical evidence verifying the impor- common types, or a “difficult to 
tance of the combined actions of the primary hemo- classify’ combination of types, Anplex 
poietic factors. Spies reports, ‘““An intensive two- (Chimedic) assures rapid and effective 
year study of selected cases indicates that folic acid hemoglobin regeneration and reticulo- 
and vitamin B12 should be used together, in prac- cyte response. It combines the three 
tical everyday therapy.”! “... both vitamin B12 most potent hemopoietic factors. 

and folic acid have specific functions as well as 

functions in common, and both are necessary.’’2 

1. Spies, T. D., et al.: Folic Acid and Vitamin B12 in Anemia, G. P., Send for Literature 


The American Academy of General Practice, September 1950, p. 38. 
2. Ibid, p. 43. 


For Prompt and Effective Control of ALL Anemias 


SPECIFY 


CHICAGO PHARMACAL COMPANY 


1161 W. Jefferson Bivd., Los Angeles, Calif. 
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Advances in Surgery. Edited by a board of ten men. 
Volume I. Pp. 554. Price, $11.00. Interscience Pub- 
lishers, New York, 1949. 


This is a valuable publication, and if the vol- 
umes to come are as good as this one, the set 
will be of great value to all men who do surgery. 
The separate chapters are written by different 
men. For instance, the first chapter, “Recent 
Advances in Traumatic Shock,” was written by 
Jacob Fine of Boston. “Strictures of the Com- 
mon Duct” was written by Warren H. Cole, 
John D. Reynolds, and Carl Ireneus; “Factors in- 
fluencing the Regeneration of Nerves” by J. C. 
Young of London; “The Use of Antibiotics in 
Surgery” by Jonathan E. Rhoads and Harold A. 
Zintel of Philadelphia; “The Immersion Foot 
Syndrome” by C. C. Ungle of Newcastle upon 
Tyne; “Blood Vessel Anastomosis by Means of 
a Nonsuture Vitallium Tube Method” by Ar- 
thur H. Blakemore and Jere W. Lord, Jr. of 
New York; and “Tumors of Bone” by Bradley 
L. Coley and Norman L. Higinbotham of New 
York. The book is an attractive one, well printed 
and with some illustrations, a few in color. 


British Surgical Practice. By Sir Ernest Rock Carling, 
F.R.C.S., Consulting Surgeon, Westminster Hos- 
pital, and Sir James Paterson Ross, F.R.C.S., MLS., 
Surgeon and Director, Surgical Clinical Unit, St. 
Bartholomew's Hospital; Professor of Surgery, Uni- 
versity of London. Price, $13.20. Vol. 7. The C. V. 
Mosby Company, St. Louis, 1950. 


The section on the management of empyema 
is worth the price of the entire volume, portray- 
ing as it does the optimum position for aspira- 
tion with the patient flexed forward and with 
elbows resting comfortably on the table, also 
methods of caring for acute and chronic empye- 
ma, and preventing disability. 

The material on physique and body build 
briefly summarizes the pertinent facts regarding 
posture in the thin and heavy patient; also how 
pain appears when muscles are not used to their 
full range of motion; and how postural defects 
may be avoided and treated. Many clinical 
aphorisms are to be noted such as “The most 
common cause of fatigue during long standing 
is probably a cerebral anemia” (probably wrong, 
Editor). The author carefully states that pos- 
tural defects do not produce the host of disabil- 
ities formerly ascribed to them. 

Pulmonary tuberculosis is discussed at some 
length with special reference to those cases in 
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which surgery can help. The suggestion is made, 
in referring to pyloric stenosis of infants, that 
the pylorus may be felt only in systole just be- 
fore vomiting occurs. 

The above are only a few of the hundreds of 
topics discussed. Much information is given on 
diagnosis and conservative therapy, so that the 
book has much interest for many readers. The 
surgical advice given is terse, practical, and au- 
thoritative. L. M.D. 


1949 Year Book of General Surgery. Edited by Evarts 
A. Graham, M.D. Price, $4.75. The Year Book Pub- 
lishers, Inc., Chicago, 1950. 


This book is a continuation of the yearly re- 
views of general surgery as edited by Evarts A. 
Graham, one of America’s outstanding operat- 
ing and experimental surgeons. It is always in- 
teresting to see what he considers as the impor- 
tant developments of the previous surgical year. 
That this book is a valuable surgical review is 
evidenced by its continuing popularity. 

The surgical emphasis in the 1949 literature 
was placed upon chemistry, physics, and the sci- 
ence of surgery, rather than the development of 
any new surgical procedures. Doctor Graham 
has carefully selected most of the outstanding 
articles on general surgery and arranged them 
systematically. 

This text is highly recommended to all prac- 
titioners of General Surgery. 

—Arcu J. Bearry, M.D. 


An Integrated Practice of Medicine. A Complete Gen- 
eral Practice of Medicine from Differential Diag- 
nosis by Presenting Symptoms to Specific Manage- 
ment of the Patient. By Harold Hyman, M.D., Pp. 
4,336 with 1,184 illus., 305 in color. Price, $60.00. 
4 Vols. and Index Vol. W. B. Saunders Company, 
Philadelphia, 1948. 


This is one of the most remarkable produc- 
tions to come largely from the pen of one man. 
In only some of the chapters did Doctor Hyman 
get help from others. If a general practitioner 
were moving to the wilds of Alaska or Central 
Australia and had room in his trunk for only 
one treatise on medicine he would do well to 
take this one. Hyman has covered the field of 
medicine in a remarkable way, and with an eye 
closely fixed on the needs of the general prac- 
titioner. He tells briefly what a disease is and 


then goes on to tell just how it can be diagnosed 
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“Graduate’”’ sometimes 
means... 


“Graduate”’ sometimes 
means... 


and when it comes to (human) Immune Serum Globulin 


(human) -—CUTTER 
always means 
100% venous blood 


(human) 
sometimes means 


placental blood 


~ 


Fresh, non-hemolyzed venous blood from paid professional donors is 
the sole source of Cutter Immune Serum Globulin. 


... Compare it as a product of choice for measles modification 
and prevention. 


CRYSTAL CLEAR —Look at the highly purified homologous protein in 
the Cutter vial. See the crystal clear, homolysis-free gamma globulin. 


MINIMAL REACTIONS -—Cutter fractionation process produces 
a highly concentrated gamma globulin with resultant small dosage, 
plus crystal clear purity to hold reactions to a minimum. 


STANDARDIZED POTENCY-Each lot of Cutter globulin is made 
from human venous blood pooled from 4500 male and female 
donors to assure consistent anti-measles activity —providing 

a constant gamma globulin content of 160 mgm. per cc. 


Immune Serum Globulin 


—the only gamma globulin—available from your pharmacist — 
CUTTER LABORATORIES + BERKELEY, CALIFORNIA fractionated entirely from human venous blood 


Producers of concentrated 2.5 cc. Hypertussis®— specific for passive immunity against whooping cough. 
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and treated. He goes into details so the prac- 
titioners will know just what to do and how 
to do it. 

It is astounding that a man could write these 
four volumes in so short a time—that many of 
the chapters would not be way out of date by 
the time he finished. As one looks through the 
chapters, one is surprised again and again to find 
how up to date they are. 

The books are written in simple speech which 
is highly readable. Hyman is an excellent teacher 
and knows how to organize and present his in- 
formation. Particularly advantageous is the fact 
that Hyman has much clinical wisdom, so that 
his books do not represent just a compilation of 
the writings of others. There are many valuable 
tables. One marvels at the number of excellent 
illustrations which have been obtained for these 
volumes. Many must have been hard to find. 

All in all, this is a remarkable achievement. 
Not only is Doctor Hyman to be congratulated 
but also Dr. Lloyd Potter, the vice-president 
and chief editor of Saunders, and his assistants 
deserve a big pat on the back for the tremen- 
dous amount of labor they put in to help make 
this system of medicine what it is. The books 
are to be recommended highly. 


A Textbook of X-Ray Diagnosis. Edited by S. C. 
Shanks, M.D., and P. Kerley, M.D. Pp. 592. Price, 
$15.00. 2nd Ed. W. B. Saunders Company, Phil- 
adelphia, 1950. 


This work is in the twelfth year of its exist- 
ence. The second edition is entirely reorganized 
and brought up to date. It was written by seven- 
teen outstanding English authors, and edited by 
Doctors Shanks and Kerley. Bibliographically it 
is one of the most beautiful of textbooks. The 
clear and well-sized print on excellent paper is 
easy on the eyes and the reproductions show 
good detail. They are done in the positive tech- 
nique, black on white. 

The chapters on bones alone will be worth- 
while to the practitioner. The short chapters on 
histology and biology of the bones and the soft 
tissues, calcification and decalcification, ete. 
make fascinating reading, and create a basic un- 
derstanding for the peculiar x-ray appearances 
and their interpretation. 

The Radiographic technique is explained for 
each part of the body and the many possibilities 


of error in interpretation of roentgenograms are 
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pointed out. The etiology of disease, where 
known, is interestingly discussed, new theories 
are mentioned, and the radiologic manifestations 
of the different stages of disease are well illus- 
trated. In the chapter on fractures, the modus of 
formation is described, complications like the in- 
volvement of nerves etc. are mentioned, and con- 
sequences of different ways of management are 
pointed out. Localization of foreign bodies and 
pathology of soft parts as demonstrable in radiog- 
raphy are discussed. 

This is a book for study and reference which 
every practitioner interested in bone work will 
want to own, and for the one doing x-ray work 
it is a must. —Erwin LinpenFetp, M.D. 


Textbook of Anatomy and Physiology. By Carl Fran- 
cis, M.D., Assistant Professor of Anatomy, Western 
Reserve University, Cleveland, Ohio, and G. Clin- 
ton Knowlton, Ph.D., Assistant Professor of Physical 
Medicine, Emory University Medical School. Price, 
$6.25. 2nd Ed. The C. V. Mosby Company, St. 
Louis, 1950. 


The fields of anatomy and physiology are 
presented in a didactic manner without life and 
with little likelihood of arousing interest. 

—Racpu L. M.D. 


The Vertebrate Body. By Alfred Sherwood Romer, 
M.D. Pp. 643. Price, $5.00. W. B. Saunders Com- 
pany, Philadelphia, 1949. 

For any physician who would like to review 
the subject of comparative anatomy, this book 
is ideal. Doctor Romer is professor of zoology 
at Harvard and he has written perhaps the most 
satisfactory short text on this subject. It is well 
illustrated. Men who are interested in ortho- 
pedics might enjoy it particularly. 


The Autobiography of Robert Meyer (1864-1947): 
A Short Abstract of a Long Life. Pp. 126. Henry 
Schuman, New York, 1949. 


This is the interesting story of a distinguished 
gynecologist who saw surgeons operate in the 
days when a man might roll up his sleeves and 
then go right on with his operation. Curiously, 
Meyer did his research toward the end of his 
days. He practiced gynecology and obstetrics un- 
til he was 44, and then he devoted all his time 
to a study of pathology. From there he went on 
into embryology. The Nazis forced him out of 
Germany, and in 1939 he came to America. 
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Diagnostic Criteria of Vascular Headaches 


MIGRAINE MIGRAINE VARIANTS TENSION 
MIGRAINE EQUIVALENTS (e.g. Histaminic Cephalgia) HEADACHE 
INCIDENCE 8 to 10 million in U.S.; (ratio | As common as Less common than migraine Most common of all 
¥e of women: men: :2.5:1) migraine (mostly in men) headaches 
<2 ny Hereditary factor Hereditary factor Not significant Not significant 
O| HI R 
STAGE OF LIFE | Puberty to menopause Puberty to Often after 35 Any 
% menopause 
E< RATE OF ONSET | Abrupt to gradual Abrupt to gradual Abrupt No pattern 
gt TIME OF DAY Usually early morning, dimin- | Variable Frequent during sleep Usually at end of day 
oO. ishing in evening 
©| DAY OF WEEK, | Most commonly weekends; fre- | Same as classical Occur in series, as often as 10 | Variable, but usually 


usually of short duration pre- 
ceding attack. Photophobia 


always present in 
ophthalmic migraine 


MONTH, ETC. quently pre-menstrual and dur- | migraine to 15 times a day, often sea- | preceding or follow- 
ing periods of conflict, tension sonal ing emotional stress 
or stress. or conflict 

DURATION Minutes to days Minutes to days Under 1 hour No pattern 
w | NATURE OF Throbbing or pulsating Constant, boring Sustained dull or 
3 | HEAD PAIN sharp pain 
< 

SITE Anywhere in head and face— | , Involves eye, neck and often Most intense in neck, 
= most commonly at right tem- — face; unilateral shoulders and occi- 
=x ple, usually unilateral put — may spread to 
frontal region—uni- 
° lateral or bilateral 
& | TENDERNESS Near large extra-cranial arter- | Varies according to | No residual tenderness Any of head and 
& | (RESIDUAL) ies. Affected region may in- | location neck muscles 
volve paranasal, teeth, 

s ear, neck 

© [EFFECT OF ay upon temporal, fron- Similar to migraine (classical) | Pressure upon tender 
2 | MANUAL tal, post-auricular arteries often | | muscles or regions of 
| PRESSURE reduces intensity NOTE tenderness intensifies 
E Many cases in this headache 

classification suffer 

2 | EFFECT OF Erect position relieves—shaking | Pain in resins other | pai, cased by sitting up and Shaking head reduces 
2 | POSITION OF head aggravates leaning forward intensity by extend- 

HEAD ing muscles 

VISUAL DIS. Scintillating scotomata; unilat- | Same as classical mi- | Photophobia often present Partial closure of 

TURBANCES eral homonymous hemianopia | graine Photophobia eyes due to muscle 


spasm. May give im- 
pression of faulty vi- 
sion; Photophobia 


improvement in health; Endo- 
crine therapy. Specific for at- 
tack: Cafergot 


Specific for attack: Cafergot; vaso-constrictor agent 


common 

common 

E OTHER OCULAR | Injection of conjunctiva and | Ptosis of eyelid oc- | Conjunctival injection, lacri- | Injection of sclera 

< | SYMPTOMS sclera, lacrimation and ptosis | curs with ophthal- | mation, nasal stuffiness, dis- | and conjunctiva; lac- 

te of eyelid may occur moplegic migraine charge rimation may also 

° occur 

= | VERTIGO AND | May be present; paresthesias of | Paresthesiasof hands | Infrequent Infrequent 

© | OTHER hands and face may precede and face may precede 

& | SENSORY 

= | DISTURBANCES 

” | MOOD Depression-irritability precede; | Same as classical No significant changes Tension, irritability; 

9 | CHANGES exaltation follows migraine desire for attention 

& [ GASTRO. Anorexia, nausea and vomiting | In  gastro-intestinal | Infrequent Flatulence and dis- 

E INTESTINAL at height of attack; flatulence | migraine - flatulence, tension common es- 
DISTURBANCES | and distension distension, constipa- pecially with severe 

2 tion headache 
CHANGE IN Slight; sometimes unilateral In some cases up to | Not significant Chills and hot flashes 
BODY TEM- sweating 104°F. without change in 
PERATURE temperature 
TREATMENT Emotional guidance, general Emotional guidance, general improvement in health, 


Sedatives 


The information presented in this table has been compiled by the Sandoz 
Scientific and Research Staffs from the following publications: 


AYASH, J. J.: oe honeee 69: 389 (te, ) 1949. COHEN, S. G., and CRIEP, L. H.: 


New England . Med. 
(Sepr.) 1950. FRIEDMA 
1948. HANSEL, F. K.: Ann. 


Christ Hospital Bulletin 2: 85 ( 
44: 1869 (July 9); 1905 (Jely 16) 1949. 
Book Publishers, 1948, chap. 8 


896 (Dee. 8) 1949. 

A. P. A BR 

Ap 
OEN 

9 and 10. ‘SHEA, 5. 


FRIEDMAN, A. A. Pe: 
Allergy 6: 151 (March- 1949. HILSINGER 


Pract. 1: 948 
: 467 (Mesh) 


Philadelphia 


‘CH, L. G.: Headache, Chicago, Year 
J. Omaha Mid-West Clin. Soc. 
F. M.: Journal Lancet 50: 259 (July) 1950. WOLFF, 
he and Other Head Pain, New York, Oxford University Press, 1948. 


Sandoz 


Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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Academy eports and News 


1951 SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


San Francisco Civic Auditorium, March 19-22, 1951 


THE STORY BEHIND THE 


BY THE PROGRAM COMMITTEE 


1951 SCIENTIFIC ASSEMBLY 


THE INITIAL DIRECTIVE relating to the 1951 Sci- 
entific Assembly was prepared by President Stan- 
levy R. Truman on his way home from the Saint 
Louis Assembly. 

In a short, but very exacting letter, to the ex- 
ecutive chairman of the Program Committee, 
Thomas E. Rardin, he wrote, “I took up the 
matter of long-range program planning with the 
Board of Directors and they approved unani- 
mously. Will vou please start plans for the 1951 
Scientific Assembly program, co-ordinating your 
work with the other members of the Program 
Committee, and start a long-range program 
plan?” 

This short letter was the opening gun, off- 
cially, for a vear of great activity in the field of 
program planning, development, and execution. 
The planning and development are nearly over. 
By Thursday noon, March 22, 1951, the Third Thomas E. Rardin, M.D. 
Annual Scientific Assembly will be history. The 


Thomas E. Rardin of Columbus, Ohio, exec- 


Assembly Program Committee is confident this utive chairman of the Program Committee of 
meeting will establish a new precedent in na- the 1951 Scientific Assembly, applies to his 
task the wide experience he has gained as 

How did ra 1 95]. Assembly Program Com- Assistant Professor, Department of Preventive 


Medicine, and Chairman of the Instructional 
Service Committee of Ohio State University 
College of Medicine. He is a member of the 
Education Committee of the Ohio State Medi- 
cal Association. During World War II, he was 
Director of Training for the Army Air Forces 
Medical Services Training School. 


mittee approach its assignment? How did it 


The Program Committee consists of the following mem- 
bers: Stanley R. Truman, M.D., chairman; Thomas E. 
Rardin, M.D., executive chairman; Joseph Lindner, 
M.D.; Merlin L. Newkirk, M.D.; J. P. Sanders, M.D.; 
Walter C. Alvarez, M.D., ex officio. 
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the least 
toxic 
sulfonamide 
studied’ 


Yes, SULFACETAMIDE... the least toxic sulfona- 
mide reported in Lehr's clinical studies ...is now 
combined with sulfadiazine and sulfamerazine as 
Pansulfa, with these therapeutic advantages: 


1 The established antibacterial power of three sulfas. 
2 less danger of crystalluria or renal damage. 


3 Uniform dosage—the thixotropic gel of the suspension 
assures even dispersion. Also available in palatable 
tablets. 


Pleasant tasting 


SULFACETAMIDE 


Each teaspoonful or tablet contains 0.5 Gm. (742 S U L FAM E R AZI N E 


grs.) of the rapidly soluble sulfonamides 1:1:1 
Also 


PANSULFA WITH PENICILLIN 
(Each tablet contains 100,000 units of Crystal- Merre ll 
line Penicillin Potassium G in addition to the 1828 *see Lehr, D: Federation Proc. 8:315 (1949) 


above formula) “PANSULFA” trade-mark 
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know what subjects to stress? What features of 
the 1951 Assembly program are new? How was 
the faculty selected? How could the Program 
Committee be sure the faculty would get its 
message across to those attending? 

These and a number of other questions must 
now be in the minds of many members of the 
Academy. Because we believe you are vitally in- 
terested in your organization and its activities, 
we want to take you behind the scenes of this 
vear’s Program Committee efforts and give you 
the story of the 1951 Scientific Assembly Pro- 
gram. 


Basic Considerations 


From the verv beginning, the committee rec- 
ognized that several basic facts peculiar to our 
organization had to be considered in planning 
any program of instruction. 

First, the Academy is made up of a group of 
varied individuals. Some of us are young and 
inexperienced, some are older and rich in ex- 
perience; some of us have limited interests, some 
have unlimited interests; some of us have urban 
practices, some have rural. Much thought must 
go into the design of a program to meet the 
needs of this total group! 

Second, all of us consider ourselves to be fam- 
ily doctors. We are, therefore, unique among 
medical men since we alone are able to act as 
medical interpreters, therapists, and counselors 
to the basic unit of society. The family doctor 
must know much about the modern American 
family and its problems! 

Third, there are certain aspects of a general 
medical practice that are important to keep in 
mind before planning any program. Probably 
half of each g.p.’s practice concerns itself with 
“functional disorders.” By this we mean those 
temporary upsets involving any and every part 
of the body which may or may not be part of 
the picture of serious organic disease. Because 
of this, general men need to be intimately fa- 
miliar with the essentials of diagnosis and man- 
agement of all types of disorders—not only in the 
active adult patient, but also in the pediatric and 
geriatric patient. And finally, the general prac- 
titioner can profit much from a review of any 
disease or disorder providing the review points 
out the errors of past thinking by bringing him 
up to date with current concepts. Diversity of 
subjects is thus essential! 
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Fourth, each general physician or family doc- 
tor is a powerful figure within the setting of his 
own community. Family life and living “isn’t 
what it used to be” nor is our social structure 
the same. Each general physician must know his 
role in today’s complex society if he is to be the 
community force he can and must be to help 
keep America free! 

Finally, a general practitioner's time is too 
precious to waste. He needs a wealth of infor- 
mation in capsule and nugget form. He also 
needs information that is clear, understandable, 
and practical. He must see the applicability of 
such information to his practice. In short he 
wants real teachers to talk to him! 


Preliminary Planning and Preparation 


Program Committee activity was initiated by 
Chairman Truman’s request to the executive 
chairman to prepare a detailed critique of the 
Saint Louis Assembly. This critique, together 
with a letter outlining the basic philosophy of 
the 1951 Assembly program, went to each com- 
mittee member early in March. Each committee 
member and other selected men were asked to 
send to the executive chairman a list of proposed 
teaching periods, speakers, and suggestions for 
the 1951 Assembly program. 

Prior to the meeting of the committee in San 
Francisco last June, the headquarters staff sent 
to each man a 40-page collection of carefully 
prepared material relating to the development 
and execution of the 1951 program. Included 
for study and consideration were some 54 teach- 
ing periods each complete with title, subject 
content, and suggested teachers, together with 
62 additional titles for teaching periods. 

No program committee ever started out with 
more material from which to construct its post- 
graduate course! 


The San Francisco Meeting 


The 1951 program took final form after three 
days of committee work. Working with the 
Committee on Scientific Exhibits, a program 
unique in content and design was developed. 
Subjects new and of vital importance to Acade- 
my members were selected. Natural obstacles 
of early morning and late evening hours were 
met by scheduling outstanding speakers of 
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Acid Neutralization with Sose-Cachange 


ACTION OF ION EXCHANGE RESIN: 


Absorbs excess hydrogen ions from the gastric 
secretions, lowering gastric acidity. 
Inactivates pepsin. 


Protective Coating with —Mucin 


ACTION OF GASTRIC MUCIN: 


Provides a dense, protective coating to the gastric 
epithelium, resistant to penetration of acid 
and pepsin, constituting an essential 
defense against the digestive action 
of the overlying gastric juice. 


This combination, as supplied in Resmicon, 
provides a complete and efficient ulcer 
regimen in a single tablet. 

_ Resmicon relieves the pain and discom- 
_ fort associated with peptic ulcer, while 
__ permitting healing to progress without fur- 


FORMULA: Each tablet contains: 


LABORATORIES, *An ion exchange polyamine resin... .. . 500 mg. 
Division NutritionR hleb ies, Inc. Gestic 170 mg. 


DOSAGE: 2 tablets chewed thoroughly every 2 hrs. 
Bottles of 84 tablets. 
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known teaching ability whose method of presen- 
tation of their material would leave little to be 
desired. In fact, every one of the basic considera- 
tions was studied and met. 

A new and exciting postgraduate course for 
family doctors was on paper! 

During July, invitational letters were sent to 
the 26 nationally recognized teachers selected to 
give this course. Acceptance letters were unani- 
mously complimentary of the program as 
planned. 

To aid each speaker in better developing his 
material to meet the needs of general practi- 
tioners, a sheet of suggestions containing ques- 
tions and specific points which might be dis- 
cussed went to each speaker. 

To better acquaint each speaker with the 
content of each teaching period and the total 
organization of the course, a complete syllabus 
of the course was prepared and sent to the entire 
faculty. Every member of our 1951 Scientific 
Assembly faculty knows what every other man 
is going to consider. 

Scientific exhibits have been carefully selected 
to both add to and complement the lecture- 
demonstrations. Exhibits relating to formal talks 
will be indicated and speakers will be able to 
refer to certain exhibits as demonstrating various 
aspects of their discussions. 

Teachers are listing their teaching-aid needs 
whether these be Kodachrome projectors, movie 
projectors, or slides. From all indications we will 
see as well as hear what our speakers have to 
offer us. There is and has been much behind- 
the-scenes activity. 


Every Member an Active Participant 


When you attend the 1951 Scientific Assem- 
bly, you will get an opportunity to participate 
as you have never done before. 

Each attending physician will be asked to fill 


out a detailed critique sheet covering the entire 
Scientific Assembly program. We want to know 
your reaction to this 195] postgraduate training 
course. We want each member to offer con- 
structive criticism and thus assist future program 
committees as they face their objectives. 

Our Assembly programs must be the last word 
in postgraduate educational efforts directed 
toward the family doctor. Designed by and for 
general practitioners, they must represent the 
ultimate in national level teaching efforts. They 
must stand second to no other program in the 
country. Attendance at all sessions will provide 
a maximum credit of 15 hours toward the re- 
quirement of 50 hours formal postgraduate study 
every three years for continued Academy mem- 
bership. 

One feature, the details of which are incom- 
plete at this time, will be new and unique among 
national medical meetings. This will be the 
preparation of “Assembly Notes.” We want every 
member to have in black and white a collection 
of real “meat and potatoes” notes for future 
reference. Not a collection of papers but rather 
a well-edited set of nuggets and capsules of the 
real facts each speaker wants his audience to 
remember and be able to put into practical use. 
Not only do we plan to include notes on the 
formal teaching periods, but to cover each scien- 
tific exhibit and possibly each technical exhibit. 
Thus those in attendance need not prepare their 
own notes; they will be able to watch and listen 
to each speaker with unbroken attention. 

There you have it—the story behind the 1951 
Scientific Assembly. Nothing has been spared 
in our efforts to make this a meeting long to be 
remembered. 


Join the fun, follow the sun, California in 
‘51! How can any Academy member afford to 
miss this meeting? Let's show the medical world 
we general practitioners really mean business! 


Frequency and Intellig ence 


SoME TIME aco the ability of a person to detect a flickering when a light was interrupted many 
times a second was supposed to be correlated with the person’s state of rest or fatigue. Now 
Dr. Wilson P. Tanner, Jr., of the University of Michigan (Science, August 18, 1950), states 
that the flicker frequency is related to the score obtained with an intelligence test. 
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sustained-action 


(Adenosine-5-Monophosphate) 


transforms hospital procedure into office routine 


One injection daily takes the place of five. By eliminating multiple daily injections, 
Sustained-Action My-B-DEN makes treatment more convenient, more economical—and prac- 
tical for ambulatory patients. Treatment with this formerly costly biochemical need no longer 
be reserved as a last measure for patients not responding to other therapy. 


OUTSTANDING CLINICAL RESULTS 


Varicose Vein Complications — Ulcers of long 
standing, stasis dermatitis, edema, pruritus, pain 
and other accompaniments of chronic venous 
insufficiency and phlebitis yield in an amazingly 
short time to My-B-pEN therapy.? 


Pruritus — Complete subsidence or marked 
amelioration of symptoms is obtained in pruritus 
ani, pruritus vulvae, pruritus scroti. idiopathic 
pruritus, postpartum pruritus. Similar results 
are reported in pruritus associated with jaun- 


dice, Hodgkin’s disease, penicillin reaction and 
diabetes mellitus.2.4-7 


administration and dosage 
Sustained-Action MY-B-DEN — Intramuscular: One cc., daily for 3 consecutive days. Thereafter 
1 cc. on alternate days as needed. A single intramuscular injection maintains a therapeutic effect for 
24— 48 hours. By slow release of its active agent, adenosine-5-monophosphate, Sustained-Action 
MY-B-pEN catalyzes the conversion of blood adenine compounds to ATP,! a potent vasodilator and vital 
metabolic agent in energy transfer mechanisms. 

Also available: Sublingual Tablets (not sustained action) : 5 to 7 tablets daily, at hourly intervals, 
for 4 to 7 days, then 2 to 5 tablets daily depending on response. 


packaging 

Sustained-Action MY-B-DEN is available in 10 cc. multiple dose vials, sufficient for a course of 
treatment in Varicose Vein Complications and routine therapy in Pruritus of diverse etiologies. Each 
1 ce. contains 20 mg. adenosine-5-monophosphate as the sodium salt. 

Sublingual Tablets are available in bottles of 20 and 50 tablets. Each tablet contains 20 mg. 
adenosine-5 phosphoric acid. 


Bibliography: 1, Albaum, H. G.; Cayle, T., and Shapiro, A.: Nucleotide Content of Human Blood. (In Press) Abstr. 
Fed. Proc. 9:144, 1950. 2. Kennedy, R. J.: The Treatment of Pruritus with Ad ine-5-M h New York State J. 
Med. 50:1609, 1950. 3. Rottino, A.; Boller, R., and Pratt, G. H.: Therapeutic Action of Muscle. Adenylie Acid on Ulcers and 
Dermatitis Associated with Vicleies or Phlebitic Veins: Preliminary Report. Angiology 1:194, 1950. 4, Rottino, A.: Diagnosis 
and Treatment of Hodgkin's Disease. Postgrad. Med. 7:192, 1950. 5. Rottino, A.: Effect of Adenylic Acid Therapy upon 
Pruritus due to Hodgkin's and Other Diseases. Cancer 3:272, 1950. 6. — A.: Relief from Pruritus Following Adminis- 
tration of Adenylic Acid. Proc. Soc. Exper. Biol. & Med. 71:379, 1949, 7. Rottino, A.: The Effect of Adenosine-5-Monophos- 
phate on Pruritus. Journal-Lancet 69:285, 1949. 
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1951 Scientific Assembly Program 


Monday—March 19 


Tuesday—March 20 


Wednesday—March 21 


Thursday—March 22 


REGISTRATION 
AND 
OPENING OF SCIENTIFIC 
AND TECHNICAL EXHIBITS 


Highlights of Prenatal 
and Postnatal Care 
Russell R. de Alvarez, M.D. 


Highlights of 
Pediatric Practice 
Charles F. McKhann, M.D. 


Therapeutic Nuggets 
Francis L. Chamberlain, M.D 
Windsor Cutting, M.D. 
Grant Morrow, M.D. 
Thomas Schulte, M.D. 

Albert Snell, M.D. 


RECESS TO VISIT 
SCIENTIFIC AND TECHNICAL EXHIBITS 


Office Neurology 
Robert Wartenberg, M.D. 


Essential Laboratory 
Procedures 


Jesse L. Carr, M.D. 


Our Geriatric Patients 
Richard A. Kern, M.D. 


Essential Office 
Surgery 
Mims Gage, M.D. 


Call to Order 
Welcomes 


RECESS FOR LUNCH — 


12:00 - 1:30 


Marriage and 
Family Relations 


Paul Popenoe, Sc.D. 


Medical Practice ina 
Changing World 


R. B. Robins, M.D. 


Personality Growth and 
Development 


O. Spurgeon English, M.D. 


Sexual Aspects of 
Marriage 
William C. Menninger, M.D. 


The Care of the Dying 
Walter C. Alvarez, M.D. 


Emotional Forces and 
Bodily Behavior 


Stewart Wolf, Jr., M.D. 


New Ways of Discipline 


Dorothy W. Baruch, Ph.D. 


The Injured Hand 
L. D. Howard, Jr., M.D. 


Therapy in 
Functional Disorders 


George T. Harding, M.D. 


RECESS TO VISIT 
SCIENTIFIC AND TECHNICAL EXHIBITS 


PANEL 
Counseling Factors 


in 

Family Life 

George T. Harding, M.D., 
Moderator 

Dorothy W. Baruch, Ph.D. 
Evelyn Millis Duvall, Ph.D. 
Nadina R. Kavinoky, M.D. 
William C. Menninger, M.D. 
Paul Popenoe, Sc.D. 
Stanley R. Truman, M.D. 


Obesity and Thinness 
Clifford Gastineau, M.D. 


Common 
Rheumatic Disorders 


Richard H. Freyberg, M.D. 


PANEL 
Functional Disorders 
in 
Medical Practice 
Walter C. Alvarez, M.D., 
Moderator 
Ralph Bowen, M.D. 
O. Spurgeon English, M.D. 
George T. Harding, M.D. 
Richard A. Kern, M.D. 
Charles F. McKhann, M.D. 
Stewart Wolf, Jr., M.D. 
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amost 
siqnificant 
adcance 


ethyl acetate 


new, sater. oral anticoagulant 


Throughout the exhaustive studies on TROMEXAN, involving many hundreds of cases, 
this new anticoagulant has proved singularly free from the dangers of hemorrhagic 


complication. Other advantageous clinical features of TROMEXAN are: 


| more rapid therapeutic response 


(therapeutic prothrombin level in 18-24 hours) ; 


2 smooth, even maintenance of prothrombin level 


within therapeutic limits; 


5; more rapid return to normal 


(24-48 hours) after cessation of administration. 


In medical and surgical practice . . . as a prophylactic as well as a therapeutic agent . . . 


TROMEXAN extends the scope of anticoagulant treatment by reducing its hazards. 


Detailed Brochure Sent on Request. 
TROMEXAN (brand of ethyl biscoumacetate) : available as uncoated scored tablets, 
300 mg.. bottles of 50 and 250. 


P| GEIGY COMPANY, INC. 
g Pharmaceutical Division, 89-91 Barclay St., New York 8, N. Y. 
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WIDE RANGE OF SUBJECTS TO BE COVERED ON 


SECOND DAY OF ASSEMBLY 


Diacnostic stuptEs, therapy, specific aspects of 
practice, and the philosophy of medical practice 
will be discussed by eminent authorities on the 
second day of the 1951 Scientific Assembly. As 
reported to readers of GP last month, the first 
day’s program will be devoted to comment on 
the general practitioner's role of family coun- 
selor. The following day we shall move on to 
many different, unrelated areas of interest. 

The Tuesday morning session will open with 
an hour's talk on “Highlights of Prenatal and 
Postnatal Care.” Our speaker will be Dr. Russell 
de Alvarez, who will review the new and prac- 
tical advances in the management of the pre- 
natal and postnatal periods of the obstetric pa- 
tient. The control of nausea, weight gain, albu- 
min and renal disturbances, vaginal discharges, 
Rh problems, early ambulation, termination of 
lactation, and postnatal activity will all be 
studied. 

Following intermission, Dr. Robert Warten- 
berg will come to the platform to speak on “Of- 
fice Neurology.” Doctor Wartenberg will stress 
the neurologic aspects of general practice and 
the essential features of a satisfactory examina- 
tion for use in home and office together with an 
interpretation of the indications of positive find- 
ings. 

Doctor Wartenberg will be followed by Dr. 
Jesse L. Carr, whose discussion of “Essential 
Laboratory Procedures” will offer the simplest 
possible routines which can be employed in the 
general practitioner's office to aid him in his 
thinking. Doctor Carr will point out the pitfalls 
of the present-day trend to substitute laboratory 
tests for thinking. 

When the Assembly reconvenes in the after- 
noon, the Academy’s own Dr. R. B. Robins, 
speaker of the Congress of Delegates, will ad- 
dress the gathering on “Medical Practice in a 
Changing World.” He will discuss the general 
practitioner as the keystone of medical practice 
and how he can and must integrate himself with 
other more specialized men to offer each patient 
the maximum in service. He will touch upon the 
important public relations role of the physician, 
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and his part in assuming community leadership 
to maintain a free and independent society. 

Another man whose activities are closely allied 
with the Academy will follow Doctor Robins on 
the program. Dr. Walter C. Alvarez, medical 
editor of GP, will talk on an important yet much 
neglected phase of general medicine, “The Care 
of the Dying.” What should the doctor do in 
the terminal period of life? What is his role in 
easing the shock of bereavement in other mem- 
bers of the family? These questions together 
with a discussion of necessary and beneficial 
procedures and a study of medicolegal problems 
that arise with the dying patient will be dealt 
with by Doctor Alvarez. 

“The Injured Hand” will be the subject of 
the next teaching period. Dr. L. D. Howard, Jr., 
will discuss the initial treatment of fresh trau- 
matic hand injury and the rudiments of the care 
of such cases aimed at minimizing disability. 
Wounds of soft tissues, nerves, tendons, bone, 
and joints will be covered. 

The final portion of the afternoon’s program 
will be devoted to a talk on “Obesity and Thin- 
ness” by Dr. Clifford Gastineau and on “Com- 
mon Rheumatic Disorders” by Dr. Richard H. 
Freyberg. Doctor Gastineau’s discussion of the 
two important aspects of metabolism and _nutri- 
tion will present the basic concepts in etiology, 
the principles underlying the therapeutic ap- 
proaches to weight gain and loss, an evaluation 
of medicinal agents, and an analysis of the often 
complicating emotional factor. 

Doctor Freyberg will review the main rheu- 
matic syndromes with their characteristic fea- 
tures. Practical management principles including 
psychotherapeutic, medicinal, and endocrinologic 
efforts will be emphasized. 

That is the résumé of the second day's sched- 
ule in the most outstanding program to be pre- 
sented to general practitioners anywhere in the 
country during 1951! Watch for next month's 
GP for a report on the third day of the Assembly 
—a program which is specifically designed to em- 
phasize the psychosomatic perspectives in medi- 
cal practice. 
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Noted Authorities Who Will Speak 
On the Second Day of the Assembly 


Robert Wartenberg, M.D., Associ- 
ate Clinical Professor of Neurology 
at the University of California, is a 
neurologist of international reputa- 
tion. Medical dictionaries list his 
name as an eponym. Doctor War- 
tenberg is the author of Examina- 
tion of Reflexes, which was trans- 
lated into Italian and German, and 
has contributed more than a hun- 
dred scientific papers to the medical 
literature. He is a member of the 
editorial boards of Confinia Neuro- 
logica (Basel), Journal of Nervous 
and Mental Disease, and the Amer- 
ican Journal of Neurology. At the 
Inaugural Meeting of the Spanish 
Neurological Association in Bar- 
celona, 1949, Doctor Wartenberg 
was Honorary President. 


Russell R. de Alvarez, M.D., Pro- 
fessor and Executive Officer in the 
Department of Obstetrics and Gyn- 
ecology, University of Washington 
School of Medicine, is also Obste- 
trician and Gynecologist-in-chief at 
the King County Hospital, Seattle, 
Washington. Doctor de Alvarez 
went to Washington from Oregon, 
where he had been an instructor at 
the University of Oregon Medical 
School. Previously he had been 
consultant in obstetrics for the Uni- 
versity of Michigan Medical School 
and the Michigan Department of 
Health. He is Associate Examiner 


Jesse L. Carr, M.D. 
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for the American Board of Obstet- 
rics and Gynecology and a member 
of the editorial boards of several 
journals. 


Jesse L. Carr, M.D., has been asso- 
ciated with the Division of Pathol- 
ogy at the University of California 
Medical School since 1930. He now 
holds the appointment of Clinical 
Professor in the Division and in 
addition is the Chairman of the 
Department of Legal Medicine. He 
has been Director of Laboratories 
and Attend.ng Pathologist at Frank- 
lin Hospital since 1937. Doctor 
Carr has served as Pathologist for 
the City and County of San Fran- 
cisco, for Victory Hospital in Napa, 
and for the Chinese and Garden 
Hospitals of San Francisco. He is 
a regular contributor to medical 


periodicals. 


L. D. Howard, Jr., M.D., is Assistant 
Clinical Professor at Stanford Uni- 
versity School of Medicine and 
holds other teaching affiliations at 
San Francisco City and County 
Hospital, Fort Miley Veterans’ Hos- 
pital, the United States Public 
Health Marine Hospital, and Let- 
terman General Army Hospital. He 
has been engaged in private prac- 
tice in San Francisco since 1938, 
when he completed four years of 


L. D. Howard, Jr., M.D. 


Russell R. de Alvarez, M.D. 


Richard H. Freyberg, M.D. 


of. 
+4 
= 
vane Robert Wartenberg, M.D. 
— 
> 
J 
ai 
4 
m1 


Raising pain’s threshold is 
Phenaphen with Codeine’s 
business! Its efficacy is directly 
attributable to the potentiating 


action of these five anodyne 


and sedative components. 
(Acetylsalicylic acid 

U.S.P. 2% gr., phenacetin 3 gr., 
phenobarbital U.S.P. % gr., 
and hyoscyamine sulfate 

.031 mg., with codeine 
phosphate % or gr.) 


is a product of A. H. ROBINS CO., INC. > RICHMOND 20, VA. 


of Merit since 1878 y 
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Clifford F. Gastineau, M.D. 


residency training in surgery at 
Stanford University. During World 
War II, Doctor Howard spent four 
and a half years in military service. 


Clifford F. Gastineau, M.D., is a 
member of the staff of the Mayo 
Clinic. He attended the University 
of Oklahoma School of Medicine 
and was awarded his M.D. degree 
with honors in 1943. After an in- 
ternship at the University of Colo- 
rado, Doctor Gastineau went to the 
Mayo Foundation as a fellow and 
received his Ph.D. in medicine. 
Among his contributions to medical 
literature is an American Lecture 
Series monograph entitled Obesity, 
which he wrote in collaboration 
with Dr. E. H. Rynearson. 


Walter C. Alvarez, M.D., recently 
retired from the positions of senior 
consultant in the Division of Medi- 


“I AM INTERESTED in the work of 
your Academy and feel that you 
will be doing a real service to 
American medicine by conducting 
the type of course that you have out- 
lined.” —Cuartes F. McKuann, 
M.D. 


“May I congratulate you on this 
very splendid program . . . I think 
it is wonderful to have such a pro- 
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Walter C. Alvarez, M.D. 


cine of the Mayo Clinic and Pro- 
fessor of Medicine in the Mayo 
Foundation, University of Minne- 
sota. He now practices in Chicago 
and devotes a great portion of his 
time to editing GP. He is a very 
well-known lecturer and author, 
having written more than seven 
hundred articles and three books in 
the medical literature. He is a for- 
mer editor of The American Jour- 
nal of Digestive Diseases and of 
Gastroenterology. 


Richard H. Freyberg, M.D., Associ- 
ate Professor of Internal Medicine 
at Cornell Medical College, is also 
Director of the Department of In- 
ternal Medicine at the Hospital for 
Special Surgery, New York City, 
Assistant Attending Physician at 
New York Hospital, and Director 
of Arthritis Clinics for New York 
Hospital and the Hospitals for Spe- 


Comments from Some of the Speakers on the 1951 Assembly Program 


gram and am very much interested 
in C. MENNINGER, 
M.D. 


“LET ME congratulate you on the 
forward-looking policy of your pro- 
gram committee. I have been on 
many programs and I have never 
seen any that are as well developed 
as this one and with a program 
committee which is so thorougly 


R. B. Robins, M.D. 


cial Surgery. Previously he was As- 
sistant Professor of Internal Medi- 
cine and Director of the Rackham 
Arthritis Research Unit at the Uni- 
versity of Michigan Medical School. 
He is a former president of the 
American Rheumatism Association. 


R. B. Robins, M.D., is Speaker of 
the Congress of Delegates of the 
American Academy of General 
Practice. In June, he was elected 
vice-president of the American 
Medical Association. Doctor Robins 
lives in Camden, Arkansas, where 
he heads the Robins Clinic and 
holds the appointment of Professor 
of Medical Economics at the Uni- 
versity of Arkansas. He is a past 
president of his state medical so- 
ciety. Long active in politics, he is 
now serving his second term as 
Democratic Committeeman for the 
state of Arkansas, the only doctor 
on the committee. 


familiar with its material and the 
people who are to speak.” —Dorotuy 
W. Barucn, Pu.D. 


“I am very favorably impressed 
with the splendid plans that you are 
making for the pioneer program to 
be presented by the American Acad- 
emy of General Practice. We are 
happy to be even a small part of it.” 
—Evetyn Mirus Duvatt, Px.D. 


$ 
13 


experience difficulty in 
gm" taking the customary forms 
oral antibiotic medication | 


CRYSTALLINE 


ELIXIR: J 


Formerly TERRABON 


bor 
i 


the only broad-spectrum antibiotic 


available as an elixir. 


One teaspoonful (5 cc.) provides 


250 mg. TERRAMYCIN HYDROCHLORIDE 


High dosage concentration assures therapeutic 
efficacy without requiring unwieldy dosage 
schedules. Provides convenience 

and flexibility in dosage. 


& Available at prescription pharmacies in bottles containing 1 fl. oz. 


CHAS. PFIZER ®& CO., INC. 
Brooklyn 6, N.Y. 


intibiotic Division 
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Nationally Known Radio Stars 
Will Entertain Family Doctors 


Doctors and their families who attend the 1951 Scientific Assembly of the 
American Academy of General Practice will be the guests of the R. J. Reynolds 
Tobacco Company on Monday evening, March 19, 1951. The Reynolds Company, 
makers of Camel Cigarettes, will present stars from its big radio shows in an 
evening filled with entertainment and laughter, an evening of fun for all A.A.G.P. 
members and their families. Radio programs which you have heard in your own 
home will come to life in this evening program. 


Bob Hawk—"The Faster Quipmaster” 


The same Bob Hawk whose comedy quiz show you hear 
on CBS every Monday night will be master of ceremonies 
of a quiz show in which A.A.G.P. members will participate. 
If you are in the audience, you may be one of the family 
doctors chosen to take part in the program. The evening 
promises to be an hilarious one, with the family doctors 
on the receiving end of an examination. 


Red Foley—Western Troubadour 


Red Foley, well-known folk-singer, is emcee of the 
“Grand Ole Opry” radio program which is heard over 
NBC on Saturday nights. One of Victor’s top recording 
stars, he will join other “Opry” stars, including Rod Bras- 
field and Minnie Pearl, in a special show for general 
practitioners attending the San Francisco Assembly. 


Our host for this evening is determined to make it a full evening of entertain- 
ment and fun. If stars from the company’s other shows are available for this date, 
they will be added to the program and announced in the next issue of GP. 


This is another outstanding feature of 
the 1951 Scientific Assembly 
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Bremil 


flexible, palatable, easy to prepare 
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conforming 


to the pattern 


of human milk... 


BREMIL —newest product of Borden research— 
introduces a significant advance in infant nutrition. 


BREMIL is a completely modified milk in which nutritionally 
essential elements of cow’s milk have been adjusted 

in order to supply the nutritional requirements 

of infants deprived of human milk. 


In BREMIL the calcium-phosphorus ratio is adjusted to a 
minimum of 12 parts calcium to 1 part phosphorus. 
Gardner, Butler, et al., state: “Relative to human milk, 
cow’s milk has a low Ca:P ratio...” Nesbit states: “Tetany 
of the newborn is now recognized as a definite entity... 
and often accompanied by an increased phosphorus and 
lowered blood calcium.” 


BREMIL is fortified with ascorbic acid (vitamin C) not only 
for its antiscorbutic properties but also for its value in 
preventing megaloblastic anemia.* 


BREMIL has the fatty acid pattern of human milk...a scientific 
ee blending of three carefully selected vegetable oils (palm, 
peer coconut, peanut) which compares with human milk fat in physical, 
chemical and metabolic characteristics. 
BREMIL has the amino acid pattern of human milk...with methionine 
added thereby “improving the biologic value of milk proteins.””* 
BREMIL is easily digested as it forms a soft flocculent curd of 
small particle size comparable to human milk. 
BREMIL supplies the same carbohydrate (lactose) as breast milk... 
no additional carbohydrate is needed in the preparation of 
BREMIL formulas. 
Tn BREMIL vitamins A and D, thiamine, riboflavin, niacin, and ascorbic acid 
have been standardized at or above the recommended daily allowances 
for infants as established by the National Research Council (revised 1948), 


BREMIL is available in drugstores in 1 lb. cans. 


Complete information and a trial supply may be obtained upon request. 


1. Gardner, L. I.; MacLachlan, F. L W.; Terry, M. L., and 
Butler, A. M.: Pediatrics 5:228, 
2. Nesbit. H. T.: Texas State J. M. 8: *sS1, 1943. 
3. May. C. D., et al.: Bull. Univ. Minnesota Hospitals 21:208, 1950. 
4. Block, R. J.: J. Am. Dictetic Assn. 25: 937, 1949, 


powdered infant food 


Prescription Products Division 


The BORDEN Company 


350 Madison Avenue, New York 17, N. Y. 
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itions at San Franciseo 


AMERICAN ACADEMY OF GENERAL PRACTICE 
March 19-22, 1951 


A HOUSING BUREAU has been organized for the convention of the AMERICAN ACADEMY OF GEN- 
ERAL PRACTICE, March 19-22, 1951, in San Francisco. Since all requests for rooms are handled in chronological 
order, it is recommended that you send in your application IMMEDIATELY. 

In making hotel reservations, please use the blank below. In writing for reservations indicate your first, second 
and third choice hotel. 

A very limited number of rooms are available at the Headquarters Hotel. Therefore, it is impossible to accom- 
modate other than national officers, two delegates from each state chapter and distinguished guests at the Palace 
Hotel. Officers of state chapters and others will be required to make individual requests which will be handled in 
the regular chronological order. 

All requests must be accompanied by a deposit check of $5.00 per person or $10.00 per room, made out to the 
AAGP HOUSING BUREAU. The deposit holds the room on your arrival day, regardless of the hour, and will be 
credited to your account. Please DO NOT SEND U. S. Postal Notes. 

All reservations must be cleared through this HOUSING BUREAU. Please give DEFINITE DATE and 
approximate hour of ARRIVAL, as well as DEPARTURE, and list the names and addresses of ALL persons who 
will occupy the rooms requested, and the type of accommodation desired. 


ALL RESERVATIONS WILL BE CONFIRMED IF RE- 


QUEST IS RECEIVED NOT LATER THAN MARCH 5th. 


MAIL TO: Single rooms are very scarce. 


Please indicate if you would be 
AAGP HOUSING BUREAU willing to share a twin-bedded 
Room 200, 61 Grove Street 


: room with another member. 
San Francisco 2, California 


PLEASE MAKE RESERVATIONS NOTED BELOW: 
Second Choice HOTEL DEPARTURE: MARCH 


Single room @ $.... 


Double room @ ..................... Parlor Suite @ $.... 
NAMES OF OCCUPANTS ADDRESS 


to 


AAGP Housing Bureau 


E 
— 

AX | 
MAIL 

THIS 
Win-bedded room @ 

f 

: Check for $...........0............, payable to AAGP Housing Bureau, is enclosed to bind this reservation. 2 

; Please Enclose a Stamped, Self-Addressed Envelope a 
ge 


Gvic Canter 


eA 


Street plan of San Francisco, showing location of Housing Bureau hotels. 


HOTEL RATES IN SAN FRANCISCO 


Single Double Twin Single Double Twin 
Hotel and Address Bedrooms Bedrooms Bedrooms Hotel and Address Bedrooms Bedrooms Bedrooms 


Alexander Hamilton, 620 O’Farrell._.$6.00-10.00 $7.00-12.00 $7.50-12.00* Manx, 225 Powell... $3.50- 4.00 $4.50- 5.00 $6.50 
Bellevue, Geary & Taylor... 5.00- 6.00 7.00- 8.00 7.00- 8.00* Mark Hopkins, 999 Calif... 8.00-11.00  11.00-14.00 11.00-16.00° 
Beverly Plaza, 342 Grant... 4.00- 5.00 6.00- 7.00 6.50- 7.00* New Dalt, 34 Turk......... 3.50 4.00 
Biltmore, 735 Taylor 4,00 5.00 6.00 Olympic, 230 Eddy... 3.50- 6.00 4.50- 7.00 6.00- 7.00% 
5 Cadillac, 380 Eddy. . 3.50- 4.50 4.50- 5.50 Oxford, Market & Mason... -2.50- 3.00 3.00- 4.00 5.00 
6 Californian, 405 Taylor... : . 7.00- 8.00 8.00- 9.00* Palace—No rooms available. Reserved for members of the Congress of Delegates. 
7 
8 


Canterbury, 750 Sutter. J J 5.00- 6.00 7.00- 8.00* Palomar, 364 O'Farrell 3.50- 5.00 4.00- 6.00 4.50- 6.00 
Carlton, 1075 Sutter... 5.00- 5.50 5.00- 6.00* Pickwick, 5th & Mission... 3.00- 5.00 4.50- 6.00 5.50- 
9 Cartwright, 524 Sutter. 5.00 6.00 Plaza, Post & Stockton... 4.00- 5.00 5.50- 650  6.50- 9.00¢ 
58 Casa Nova, 354 O'Farrell... 2.50- 4. 3.00- 5.00 3.50- 5.00 Powell, 17 Powell 3.00- 4.00 4.00- 6.00 4.50- 6.00 
Cecil, 545 Post rf 4.50- 5.00 6.00- 7.00* Richelieu, Van Ness & Geary... 4.00 5.00- 6.00 6.00 * 
6.00 7.00 Roosevelt, 240 Jones... sue 2.50- 4.00 3.50- 5.00 4.50- 6.00 
8.00-14.00 9.00-15.00* | 39 St. Andrews, 440 Post... 3.00 3.50- 4.00 4.50- 5.00 
6.00- 7.50 7.00- 8.50 41 San Carlos, 811 Geary... 3.00- 3.50 3.50- 4.00 4.00- 5.00 
Court, 555 Bush J . 3.50- 5.00 4.50- 6.00 42 Senate, 467 Turk... cwutnen 3.00- 4.00 4.00- 5.00 5.00- 6.00 
15 Crest, Ellis & Mason 3.00- 4.00 4.00- 5.00 5.00- 6.00 43 Senator, 519 3.00- 3.25 3.50- 3.75 4.50- 4.75 
16 Devonshire, 335 Stockton... 2.50- 4.00 3.50- 5.00 5.00- 6.00* 44 Shaw, McAllister & Market... -3.50- 5.00 4.50- 5.00 6.00- 6.50 
16 Drake Wiltshire, 340 Stockton. .. 3.50- 5.00 5.50- 7.00 7.50- 9.00* 46 Sir Francis Drake, Sutter & Powell... 6.50-11.00  8.50-13.00 10.50-15.00* 
17 El Cortez, 550 Geary... 3.50- 6.00 4.50- 7.00 7.00- 9.00 47 Spaulding, 240 OFarrell .... 3.00- 4.00 4.00- 5.00 5.00- 6.00 
18 Embassy, 610 Polk. 3.00- 3. 3.00- 4.00  4.00- 5.00 48 Stewart, 353 Geary... 3.50- 5.00 5.00- 6.00 6.00- 8.00% 
19 Fairmont, 950 Mason ' . 11.00-16.00 11.00-16.00* | 49 Stratford, 242 Powell... 3.00- 4.00 3.50- 6.00  4.00- 6.00 
Fielding, Geary & Mason... 4.00- 5.00 4.50- 6.00 5.50- 7.00 50 Sutter, 191 Sutter... 3.00- 6.00 4.00- 7.00 6.00- 9.00¢ 
Franciscan, 350 Geary. 2.50- 4.00 4.00- 5.00 5.50- 6.00* 51 Terminal, 60 Market... 3.00 5.00 6.00 bd 
Golden State, 114 Powell... . 3.00- 3.50 4.00- 5.00 6.00 64 Travelers, 255 O'Farrell... 4.00- 5.00 5.00- 6.00 6.00 
Governor, 180 Turk 3.50 4.00- 5.00 6.00 * 52 Victoria, 598 Bush... 3.00- 3.50 4.50 4.75 
Harcourt, Sutter & Larkin 3.50 3.50- 4.00 4.50- 5.00 53 Whitcomb, 1231 Market. 6.00- 7.00 7.00-10.00  8.00-10.00* 
Herbert, 161 Powell . 4.00- 5.00 5.00- 6.00* | 54 William Penn, 160 Eddy... 1.50- 1.75 2.00- 2.25 5.00 
Huntington, 1075 Calif... 5.00-12.50  8.00-15.00 8.00-15.00* | 55 Y.M.C.A. Hotel, 351 Turk... 1.30- 2.00 2.30- 2.80 (All without 
King George, 334 Mason... 3.00- 4.00 4.00- 5.00 6. bath) 
Lafayette, 240 Hyde... 4.00 4.00- 5.00 4 56 York, 580 Geary 2.50- 3.50 3.00- 5.00 4.00- 6.008 
26 Lankershim, 55 2.50- 3.00  3.50- 4.00 . 
62 Lombard, Polk & Geary... 3.00- 4.00  4.50- 6.00 J ‘ *Parlor suites available. Rates on request. 
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The overall virtue of Koromex Jelly 
and Cream is best emphasized by the 
evenly tested elements . . . carefully ad- 
justed surface tension, ideal viscosity and 
highest spermicidal power possible, after 
dilution . . . which all combine to assure the 


health and happiness of the patient. 


ACTIVE INGREDIENTS: BORIC ACID 2.0% OXYQUINOLIN 
BENZOATE 0.02% AND PHENYLMERCURIC ACETATE 
0.02% IN SUITABLE JELLY OR CREAM BASES 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. « 145 HUDSON STREET, NEW YORK 13, N.Y. 


MERLE L. YOUNGS, PRESIDENT 
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GLENWOOD CANYON 


Colorado Rockies 


FEATHER RIVER CANYON 


California 


SAN FRANCISCO BAY 


American Academy of General Practice! Travel the route of the Vista-Dome 
California Zephyr... via Burlington « Rio Grande + Western Pacific 


puts the see in scenery 


e The most talked-about train in the country! 
In just 18 months, over a quarter-million travel-wise 
Americans have chosen it! 


@ Spectacular daylight views—at scenery level! 

@ Reclining coach seats—standard berths— private rooms. 
@ Daily — Chicago-Denver-Salt Lake City-San Francisco. 

e Through sleeping cars daily, New York-San Francisco. 


@ Make reservations early— 
any railroad oflice or travel bureau. 


EXTRA COMFORT + EXTRA PLEASURE * NO EXTRA FARE 


Include Southern California via San Francisco + No Additional Rail Fare 


@ Mcke the most of your trip to the annual meeting of the 
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San Francisco Assembly 


ectal Trains 


For your convenience and pleasure . . . join one of the 


SPECIAL TRAINS TO THE SCIENTIFIC ASSEMBLY 


Lv. New York via NYC 


3:30 p.m. March 15 Ret. New York via NYC 8:45 a.m. March 29 


Lv. Chicago “BURL. 10:00 a.m. March 16 Ret. Chicago “ SFE 9:00 a.m. March 28 


Lv. Kansas City 


March 16. Westward bound to the 1951 Scientific As- 
sembly at San Francisco via the scenic California 
Zephyr route of the Burlington-Denver & Rio Grande- 
Western Pacific. Enjoy the companionship of fellow 
members as we travel toward the Golden Gate. 


March 17. An early morning stop at Denver, thence 
we traverse the beautiful state of Colorado by daylight, 
through the magnificent snow-capped Rockies to Salt 
Lake City. 


March 18. Through spectacular Feather River Canyon 
this morning, with evening arrival San Francisco, 
where the party is transferred to San Francisco's finest 
hotels. 


March 19-22. Assembly activities. 


Be assured of choice space . . . make early reservations. 


Lee Kirkland Travel 
916 Grand Avenue 


Kansas City, Missouri 


Please reserve accommodation for my party of ( 


). We desire 


the following Pullman accommodations: 
Attached is my check for (S 
$50.00 on each reservation and which is to be applied on total 


) representing deposit of 


cost. 


Address... 


All Arrangements by Lee Kirkiand Travel, Kansas City, Mo. 


“ BURL. 9:00 a.m. March 16 Ret. Kansas City “ SFE 10:00 p.m. March 27 


March 22. Assembly activities terminate at noon, and 
evening finds us again aboard our Special Train, this 
time en route to fabulous Los Angeles. 


March 23. Los Angeles, with headquarters at the re- 
nowned Biltmore Hotel. Sightseeing in the movie 
capital. 


March 24. Free Day. Do as you choose—the beach, 
Catalina, etc. Special dinner party at famed theatre- 
restaurant. 


March 25. Our last day in Los Angeles—do as you 
like, sleep late, shop, visit with friends. At 4:30 P.M. 
we again board our Special Train en route the Grand 
Canyon. 


March 26. The entire day at the El Tovar Hotel on 
the south rim of the spectacular Canyon. At 5:30 p.m. 
board our Special Train for the return trip home. 


Sample Fares: The following fares per person are 
based on two to a bedroom. Other types of Pullman 
accommodations and rates from home-city to home-city 
upon request: 


From New York: $412.96 From Chicago: $331.65 
From Kansas City: $302.72 


Fares Include: Al] transportation; Pullman; taxes; choice 
double rooms in first-class hotels at San Francisco and 
Los Angeles; sight-seeing as outlined; all breakfasts; 
transfers of passengers and baggage; dinner party at 


theatre-restaurant. 
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At the Presidents Luncheon held during the California A:ademy’s Assembly are (left to right): Mac F. Cahal, ex- 
ecutive secretary of the national Academy; Dr. Walter C. Alvarez, a guest speaker and editor of GP; Dr. 
Frederic Ewens and Dr. David Dozier, past president and president respectively of the state chapter; Dr. Andy 
Hall, banquet speaker; Philip Thorek, a guest speaker; and Dr. J. P. Sanders, president-elect of the Academy. 


NEWS FROM THE STATE CHAPTERS 


Tue Los Angeles (California) chapter is co- 
operating with the College of Medical Evange- 
lists School of Medicine in presenting a six-day 
postgraduate scientific assembly. “Diagnosis, Man- 
agement and What's New” will be the theme 
of the assembly. The program for the March 
11 through March 16 meeting is divided into 
two main parts—three days of scientific papers, 
exhibits, and motion pictures, and three days of 
concentrated and practice-useful special courses 
designed specifically for general practitioners. 
The scientific sessions, which will be con- 
ducted in the Biltmore Hotel Theatre, will 
begin on March 11 and end on March 13. 
Typical of the subjects to be presented are the 


Family doctors of the California Academy of General Practice shown at the Second 
Annual Scientific Assembly presented November 8, 9, and 10 in Sacramento. 


following: “Individual Protective Measures from 
an A-Bomb Explosion” by Colonel William S. 
Stone; “Present-Day Management of Renal 
Lithiasis” by C. C. Higgins, M.D.; “Evaluation 
of Newer Antibiotics” by Chester S. Keefer, 
M.D.; “The Diagnosis and Treatment of Ane- 
mias” by M. M. Wintrobe, M.D.; “Clinical Im- 
portance of Respiratory Air Currents” by Arthur 
W. Proetz, M.D.; “Intravenous Fat Feeding” by 
Fredrick J. Stare, M.D.; and “Diagnosis and 
Treatment of Carcinoma of the Lung” by Alton 
Ochsner, M.D. Registration fee for the assembly 
is $10.00 and for the special courses, $15.00. 
Enrollment for the special courses will be by 
preconvention registration only. Further infor- 


vitamin deficiencies 


A sudden drop from adequate to grossly 
inadequate vitamin intake results in fast 
tissue depletion and functional changes. 
Ordinarily, physical lesions do not appear. 
If tissue depletion is rapid enough, death 
may ensue with slight or no morphologic 
variation. 


of acute deficiencies 


NUTRITIONAL STATUS ——> 


Treatment of acute deficiencies 


Fully therapeutic dosages of all the vitamins 
indicated in mixed vitamin therapy should be 
given. Under intensive therapy recovery from 
acute vitamin deficiencies usually is made in a 
comparatively short time. 


THERAGRAN supplies clinically proved, truly 
therapeutic dosages of all the vitamins indi- 
cated in mixed vitamin therapy. 


Each Theragran Capsule contains: 
Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine HCl 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 
Bottles of 30, 100 and 1000 


When the deficiency is acute specify Theragran and 
correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 


mation may be obtained from Dr. Jerry L. Pettis, 
Managing Director, 312 North Boyle Avenue, 
Los Angeles 33. 

Arrangements for several other postgraduate 
courses have been made. The University of 
Michigan Medical School is sponsoring a series 
of courses. The titles and dates of these are as 
follows: Cancer, January 16 through January 
19; Anatomy, February 15 to May 3] (Thurs- 
days); Obstetrics, February 19 to March 3; Dis- 
eases of the Heart, March 19 to March 23; and 
Endocrinology and Metabolism, March 26 to 
March 30. Succeeding courses will be announced 
in the February issue of GP. 

A postgraduate ceurse in diseases of the chest 
will be presented by the American College of 
Chest Physicians in co-operation with the Mil- 
waukee (Wisconsin) chapter during April 
1951. The course will be presented on four con- 
secutive Wednesday afternoons at the Milwau- 
kee Children’s Hospital. Mischa J. Lustok, 
M.D., is the general chairman for the program. 
Donald C. Ausman, M.D., secretary of the Mil- 
waukee chapter, is also secretary for the course. 
Inquiries should be addressed to Doctor Ausman,, 
2524 West Keefe Avenue, Milwaukee 6 

The District of Columbia chapter has sched- 
uled a series of lectures with Dr. Leonard Peter- 
son as lecturer. On January 19, Doctor Peterson 
will present a paper on “Emergency Care of 
Fractures and Wounds.” He will give three 
other lectures: “Lesions of the Hand and Fore- 
arm” on February “Affections of the Hip” 
on March 19; and “The Foot in Pediatrics and 
Geriatrics” on April 23. The final meeting, 
which will be held May 21, will feature a dis- 
cussion on arthritis by Dr. Thomas McPherson 
Brown. 

The first of a series of seven sectional meet- 
ings of the American College of Surgeons will 
be held in St. Louis the 22 and 23 of this 
month at Hotel Statler. In addition to scientific 
lectures, motion pictures and panel discussions 
will be presented. Further information is ob- 
tainable from L. Jackson, Director, 40 E. 
Erie Street, Chicago 11, Illinois. 

The University of California School of Med- 
icine, through its Medical Extension Division, 
offers continuation courses for physicians 
throughout the year. During March of 1951, 
the School is offering one-week courses designed 
for general practitioners. The California chapter 
is co-operating with the Medical School in 
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planning these courses. The first one is sched- 
uled for March 5 through March 9. 

At the Center for Continuation Study of the 
University of Minnesota, a course in Geriatrics 
is being held the 4 and 5 of this month. The 
first day of the course will be devoted to physi- 
ologic changes occurring with increasing age. 
On the second and third days, the maintenance 
of a maximum state of health and the diagnosis 
and management of disorders which occur in 
older patients will be covered. 

Tentative plans have been made by the New 
Hampshire chapter for a seminar on “Hema- 
tology” to be held the last day of this month in 
Concord. On March 28, a seminar in “Gastro- 
enterology” will be presented at Laconia. 

The St. Louis (Missouri) chapter presented 
a symposium on “Coughs from Infancy to Old 
Age” at the St. Louis Medical Society Audi- 
torium November 28. Speakers included Drs. 
I. J. Flance, Julius Jensen, J. B. Costen, J. P. 
Costello, and Stanley Hampton. 

The 35th Annual International Assembly of 
the Interstate Postgraduate Medical Association 
was held November 6 through 9 in Chicago. 

The University of Texas Medical Branch, 
Galveston, has made arrangements with the 
Texas chapter for assignment of fourth-year 
medical students to qualified general practition- 
ers for preceptorial work of three months each. 
The chapter is preparing a panel of general 
practitioners for recommendation to the Medical 
Branch administration for appointment as pre- 
ceptors. 

A series of evening seminars for members has 
been provided by the Santa Clara County (Cal- 
ifornia) chapter in co-operation with the Uni- 
versity of Stanford Medical School and_ the 
University of California Medical School since 
1948. The programs are designed to provide 
training and experience in general practice. In- 
formation concerning the 1951 schedule is avail- 
able from the chapter. 

Under the leadership of Dr. Floyd Hobbs, a 
new chapter is being formed in the Arlington, 
Virginia, area. 

Two groups have recently elected new officers. 
At the Connecticut chapter's annual meeting 
in New Haven November 2, the following were 
elected: President, John Kilgus, Jr., M.D.; presi- 
dent-elect, Peter J. Scafarello, M.D.; secretary- 
treasurer, Michael Shea, M.D.; and counsellor, 
Michael Palmieri, M.D. 
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chronic 
vitamin deficiencies 


When vitamin intake is just below the 
adequate, deficiencies develop slowly. As 
time goes on lesions appear. They are 
insidious in onset and slow in regression, 
even under intensive therapy. Many chron- 
ic lesions progress uneventfully. The pa- 
tient accepts his ill-health as normal. 


Development of chronic deficiencies 


Adequate’ 
| 
* < 
a 
< 
(Zz 
Complete. 
depletion” i 


Treatment of chronic deficiencies 


Chronic deficiencies require prolonged ther- 
apy. At first treatment should be intensive. A 
much longer period of complete but less in- 
tensive treatment should follow. For a year 
after apparent recovery the patient should be 
given fully protective amounts of the essential 
nutrients. 


THERAGRAN supplies all of the vitamins indi- 
cated in mixed vitamin therapy in clinically 
proved, truly therapeutic dosages. 


Each Theragran Capsule contains: 
Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 


Thiamine HC] 10 mg. 
Riboflavin 5 meg. 
Niacinamide 150 meg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000 


When the deficiency is chronic specify Theragran and 
correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 


**THERAGRAN*’’ —T. M., E. R. SQUIBS & SONS 
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TO GET TO SLEEP... THEN=STAY ASLEER 


TRADEMARK 


PENTOBARBITAL + PHENOBARBITAL 


UNIQUE 
CONSTRUCTION 


A NEW SEDATIVE 


Each TWIN-BARB* tablet has an enteric-coated nucleus 
of phenobarbital (2 gr.), surrounded by a shell of 
pentobarbital sodium (11/2 gr.). 


COMPOSITE 
SEDATIVE ACTION 


PENTOBARBITAL 
FOR IMMEDIATE 


KR action 


PHENOBARBITAL 


FOR SUSTAINED 
ACTION 


TWIN-BARB thus provides the immediate sedative effect 
of pentobarbital, followed by the sustained action of 
phenobarbital, once the enteric coating has dissolved. 
In this manner, TWIN-BARB eliminates the danger of 
initial excitement due to phenobarbital, and assures 
the patient of prompt and prolonged sedation and 
restful sleep. 


WELCOMED 
BY 
PATIENTS 


Distinctive color and sugar coating contribute to 
ready acceptance of TWIN-BARB tablets, even by the 
disheartened insomniac. 


SUPPLIED: Bottles of 100, 500, and 1,000 round, blue 
tablets. TWIN-BARB is also available in reduced- 
strength, oblong, gray tablets ('/2 gr. phenobarbital; 
¥Y%, gr. pentobarbital sodium). 


*Trodemark of B. F. Ascher & Co., Inc. 


| 1} | 
(i i B. F. ASCHER & CO., INC, Ethical Medicinals KANSAS CITY, MO. 
| | 
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Shown together at the Second Annual 
Scientific Assembly recently presented 
rf by the South Carolina Academy of 
pe General Practice in Columbia are the 
speakers for the symposium on ob- 
stetrics. They are (left to right): Dr. 
Bayard “Nick” Carter, Professor of 
Obstetrics and Gynecology, Duke Uni- 
versity; Dr. Frank R. Lock, Professor 
of Obstetrics and Gynecology, Bow- 
man Gray School of Medicine; Dr. R. 
A. Bartholomew, Professor of Clinical 
Obstetrics, Emory University; Dr. R. 
L. Crawford, President of the South 
Carolina Academy who presided at 
the symposium; and Dr. J. Deckard 
Guess, Conductor of the Roundtable 
Conference. 


guest speakers were featured. A roundtable dis 
cussion was held following the lectures. (See 
cuts.) Dr. R. L. Crawford, president of the chap- 
ter, was the toastmaster for the banquet. Guest 
speaker was R. B. Robins, M.D. 

Guest speakers at the December 7 meeting of 
the Mississippi chapter presented in Jackson 
included Drs. D. S. Carroll, W. J. Baker, W. 
VanHazel, Stanley Gibson, George K. Fenn, 
and H. L. Alt. In the afternoon, each of the 
speakers conducted a discussion period. 

More than 1,000 family doctors attended the 
three-day Second Annual Scientific Assembly of 
the California chapter held November 8 in Sac- 


Above: In a jovial mood at the Assembly banquet ramento. (See page 121.) Twelve outstanding 
are (left to right): Dr. Kenneth M. Lynch, president speakers highlighted the program. Dr. Walter 
of the Medical College of the State of South Caro- C. Alvarez delivered the Stanley R. Truman 


lina, Dr. William “Buck” Pressly, a member of the 


Lecture. Other guests included Mr. Mac F. 
Academy, and Dr. Frank R. Lock. 


Cahal, executive secretary of the national Acade- 
my, John Cline, M.D., president-elect of the 


Doctor Scafarello has informed us that Saint American Medical Association, and Governor 
Raphael’s Hospital in New Haven has estab- Earl Warren. 
lished a Department of General Practice. Dr. James H. Beaton addressed the West 
At its annual business meeting November 9, Michigan chapter at a meeting held November 
the Harris County (Texas) chapter elected the 1 in Grand Rapids. A discussion period followed 
following: President, B. H. Estess, M.D.; vice- the scientific lectures. Dr. Frank Burroughs was 
president, S. G. Ohlhausen, M.D.; secretary, E. named chairman of a committee appointed to 
S. Sears, M.D.; and treasurer, C. A. Behrens, outline this year's program. 
M.D. Dr. Walter C. Alvarez, editor of GP, was guest 
Several scientific meetings have been held in speaker at the Third Annual Meeting of the 
the past few months. Columbia was the site Spokane (Washington) chapter November 4. 
selected by the South Carolina chapter for its Dr. A. Bruce Baker presided at the session. 
recent Second Annual Scientific Assembly. Six The Indiana chapter will present its annual 
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| for the local 
treatment of ocular infections 
caused by a broad spectrum 


of invading organisms 


> 

erramycin 


... Clinical range is wide 
..- both preparations are well tolerated 
..- both are stable at room temperature over long 


periods of time. 


Hydrochloride Ophthalmic Ointment 
is supplied as a suspension of Crystalline Terramycin Hydrochloride in 
a petrolatum base. One Gm. of ointment provides the equivalent of 1 mg. 
of pure Terramycin. May be stored at room temperature for 12 months 
without appreciable loss of potency. 


is supplied as a dry mixture of Crystalline Terramycin Hydrochloride and 
a sodium borate-sodium chloride buffer. Each vial contains the equivalent 
of 25 mg. of pure Terramycin. When dissolved in 5 cc. of Water for Injec- 
tion, U.S.P., 1 cc. provides the equivalent of 5 mg. of pure Terramycin. 
The dry powder may be stored at room temperature for 12 months without 
significant loss of potency, Solutions may be stored in a refrigerator for 
48 hours. 


CHAS. PFIZER & CO. Brooklyn 6, N.Y. 
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scientific session in Indianapolis April 10 and 11 
at the Athenaeum. The meeting will cover medi- 
cine, surgery, obstetrics, gynecology, pediatrics, 
and economics. Dr. Arthur N. Jay is in charge 
of the committee on arrangements. 

The New Jersey chapter held its last meet- 
ing of 1950 at Newark December 6. Newly- 
elected officers (December issue, GP) were in- 
ducted at this time. Guest speaker was Dr. Philip 
Thorek. 

The New York State Department of Health 
announces the availability of fellowships in Pub- 
lic Health. These are for a period of from one to 
two years, and provide for residency training as 


EXHIBIT BOOTHS FEATURE 


ACADEMY EXHIBIT BOOTHS are now available for 
display at chapter meetings and will be sent on 
request of the chapter. Each of these booths is a 
self-contained exhibit of Academy activities, con- 
cerning education and hospital practice, mem- 
bership, and publication activities, including GP. 
The material which appears on the panels is 
supplemented by adequate supplies of the fold- 
ers, pamphlets, and information sheets which 
would be of interest to chapter members. 
Closed for shipping, the exhibit measures 4’ 


well as for a postgraduate academic year in the 
school of public health. Further information 
may be obtained from Dr. Franklyn B. Amos, 
Director of Professional Training, New York 
State Department of Health, Albany 1. 

The first of a series of four monthly meetings 
which are presented by the General Practitioners 
Study Club of Greater St. Louis will be held 
January 17. Norman Tobias, M.D., will be the 
speaker. Succeeding meetings will be held Feb- 
ruary 21, March 21, and April 18. This group 
sponsors eight two-hour monthly meetings on 
the third Wednesday at 9 p.m. September 
through April of each year. There is no fee. 


ACADEMY ACTIVITIES 


by 4 by 1’; when opened for display, the exhibit 
is eight feet wide and four feet high. It weighs 
one hundred pounds, has a display-tan back- 
ground and natural wood finish. It can be 
shipped by air freight. 

The booths are best displayed when set on a 
table, with a spotlight turned on them. They 
have already been used successfully by many 
chapters, and are available at the headquarters 
office, 406 West Thirty-fourth Street, Kansas 
City 2, Missouri. 


Academy exhibit booth that is now available for display at chapter meetings. 


EDUCATION AND 
ROSPITAL PRACTICE 
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from head to toe 


CEREVIM-fed children showed greater 
clinical improvement, in the following 
nutrition-influenced categories, than 
children fed on ordinary unfortified 
cereal or no cereal at all:! 


hair lustre 
recession of corneal invasion 
retardation of cavities 
condition of gums 
condition of teeth — 
skin color 
skeletal maturity 
skeletal mineralization \ 
*blood plasma vitamin A increase l 
*blood plasma vitamin C increase 
subcutaneous tissues \ 


dermatologic state 


urinary riboflavin output 
musculature 
plantar contact 


Here’s why: CEREVIM is not just a cereal. 


Much more: CEREVIM provides 8 natural 
foods: whole wheat meal, oatmeal, milk 
protein, wheat germ, corn meal, barley, 
Brewers’ dried yeast and malt — PLUS 
added vitamins and minerals. 


CEREVIM 


CEREALS+VITAMINS+MINERALS 


*Cerevim contains neither vitamin A nor C, but apparently 
exercises an A-and-C sparing effect cttributed to its 
high content of predigested protein and major B vitamins. 


SIMILAC DIVISION 
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1. Study of Enriched Cereal in Child Feeding’’ Urbach, 
C.; Mack, P. B., and Stokes, Jr., J: Pediatrics 1:70, 1948. 
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a practical 


in the therapy of 
rheumatic affections 


¥ 


~~. 


Pabalate usually provides 
better therapy for rheumatic 
affections than pure 
salicylate itself, through 

its mutually synergistic 
combination of para-aminobenzoic acid 
and salicylate.’* Reports of authoritative 
clinical tests show a higher degree of pain 
relief ...to more patients...on lower 
dosage... over longer periods... with 
greater freedom from adverse reactions.’ 


REFERENCES: 1. Dry, T. J. et al.: Proc. Staff Meetings 
Mayo Clin., 21:497, 1946. 2. Hoagland, R. J.: Am. J. Med., 
9:272, 1950. 3. Smith, R. T.: J. Lancet, 70:192, 1950. 


FORMULA: Each enteric-coated tablet or each 
teaspoonful of chocolate-flavored liquid contains 
0.3 Gm. (5 gr.) sodium salicylate 
U.S.P., and 0.3 Gm. (5 gr.) 
para-aminobenzoic acid 


(as the sodium salt). 


A. H. ROBINS CO., INC. 
RICHMOND 20, VA. 


Pabalate 
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The time encrusted empirical approach to 

cough therapy—with its “picture of confusion, 
contradiction and neglect”’—can now 

be replaced by sound, rational non-narcotic 

treatment, thanks to the pioneering studies 

of Boyd et al.,'* demonstrating that 

glyceryl guaiacolate is the most powerful 

of expectorants commonly used. Robitussin — 

the antitussive-expectorant with specific drug action — 
provides glycervl guaiacolate for increasing respiratory 
tract fluid, together with desoxvephedrine, for its 
bronchial-spasm-relieving’ and its mood-improving actions — 
in an aromatic syrup that is highly patient-acceptable. 


A. H. ROBINS CO., INC. « RICHMOND 20, VA. 


Robitussin’ 


promotes useful cough... 
minimizes harmful cough 


CARTILAGE 


PSEUDOSTR 
CIL. EPITH. 


ALVEOLI 


Cross section 
through bronchus 
(2 mm. diameter) 


References: 


1. Boyd, E. M. and Lapp, S.: J. Pharma- 
col. and Exper. Therap., 87:24, 1946. 
2. Connell, W. F. et al.: Canad. M.A.J., 
42:220, 1940. 3. Novelli, A. and Tain- 
ter, M. L.: J. Pharmacol., 77:324, 1943. 


Formula: 


Each 5 ce. (1 teaspoonful) contains 
100 mg. glyceryl guaiacolate and 1 mg. 
desoxyephedrine hydrochloride, in a 
palatable aromatic syrup. 
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What Others Are Saying... 


Tue modern graduate, trained in the technics of 
scientific medicine, can apply his knowledge only 
if he has access to adequate hospital facilities. 
In addition, the hospital is vital to the continu- 
ing education of the practitioners . . . 

The American Academy of General Practice 
has prepared “A Manual on the Establishment 
and Operation of a Department of General 
Practice in Hospitals.” The chief purpose of 
this manual is to present a plan for the inte- 
gration of a general practice section in the medi- 
cal staff... 

In the preparation of the manual the Acad- 
emy obtained advice from representatives of the 
American Medical Association, the American 
College of Surgeons, and the American Hospital 
Association. Subsequently the completed form 
was endorsed by the American College of Sur- 
geons, and at the San Francisco Session in June 
1950 the House of Delegates of the American 
Medical Association extended official commenda- 
tion to the Academy for its initiative in the 
preparation of the manual... 

In suggesting guides for the organization and 
integration of general practitioner services in the 
hospital field, the manual advocates the basic 
philosophy that the general practitioner as well 
as the specialist should be able to use the mod- 
ern hospital to the degree that his training and 
experience warrant. To achieve this purpose it 
is recommended that the medical staff be organ- 
ized into at least three departments consisting of 
medicine, surgery, and general practice and that 
within the latter section the general practitioner 
be extended hospital privileges in the practice 
of internal medicine, pediatrics, obstetrics, and 
surgery as determined for each applicant by the 
credentials committee of the staff. 

A mechanism has likewise been established 
for the evaluation of the qualifications and abil- 
ity of those members of the general practice 
staff who feel that they had the necessary train- 
ing and experience to engage in more advanced 
work within a specialty field. This places a tre- 
mendous responsibility on the credentials com- 
mittee. On its honest and objective judgments 
depend the welfare of the patient and the in- 
tegrity of the hospital . . . 

The extension of hospital privileges in ac- 
cordance with qualifications and demonstrated 
ability is in harmony with the standards of the 
Council on Medical Education and Hospitals, 


Gon eval Gruclition evs and Hosp tlal 


which specify that the medical staff should be 
composed of graduates in medicine who are 
properly qualified by training, licensure, and 
ethical standing and are proficient in the fields 
of practice to which they devote themselves. A 
Section on the General Practice of Medicine 
was established by the American Medical Asso- 
ciation in 1945. To further clarify the Associa- 
tion’s position, the House of Delegates adopted 
in 1946 a resolution stating that appointments 
to general practice sections should be made by 
hospital authorities on the merits and training 
of individual physicians and that the establish- 
ment of a general practice section shal] not pre- 
vent the approval of hospitals for the training of 
interns or resident physicians. 

In implementing the intent of this resolution 
the Council on Medical Education and Hos- 
pitals stated in a special report to the House 
of Delegates in June 1947: 

“At the direction of the House of Delegates of 
the American Medical Association some years 
ago, the Council on Medical Education and 
Hospitals formulated standards for the estab- 
lishment of American boards for the certification 
of specialists and for the conduct of hospital 
residencies providing training in the various spe- 
cial fields of medicine. The aim was to improve 
the quality of training at this level of medical 
education. The physician responsible for direct- 
ing such hospital training should himself have 
had training and experience approximately 
equivalent to that required of certification appli- 
cants, whether or not he is actually certified. 
But it was never intended that staff appoint- 
ments in hospitals generally, or even in hos- 
pitals approved for residencies, should be limited 
to board certified physicians, as is now the policy 
in some hospitals . . . Hospital staff appointments 
should depend on the qualifications of physi- 
cians to render proper care to hospitalized pa- 
tients, as judged by the professional staff of the 


‘hospital, and not on certification or special so- 


ciety memberships.” 

On the further recommendation of the Council 
on Medical Education and Hospitals in 1947 the 
standards governing the registration of hospitals 
by the American Medical Association were 
modified in such a manner as to encourage the 
establishment of general practice sections in 
hospitals.—Editorial in the October 28, 1950, 
issue of the J.A.M.A. 
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Consider the diagno 


1. McCracken, J.P. et al: Gout: Still a Forgotten Disease, 
J.A.M.A. 131:367-372 (June 1) 1946. 

2. Freyberg, R.H.: Practical Considerations in the Man- 
agement of Arthritis, Pennsylvania M.J. 51 :729-738 

(April) 1948. 
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... GOUTY ARTHRITIS 


Arthritis which occurs acutely or subacutely and is associated 
with complete remission ‘“‘should be considered gout until 
proved otherwise.’”’ 

In early attacks especially, states Freyberg,’ “gouty arthritis 
may be difficult to differentiate from other forms of acute 
arthritis. In such instances the therapeutic test with colchicine 
should be employed.” 


Each Tablet Cinbisal contains: 
Galicyiate 0.3 Gm. (5 gr.) 
Ascorbic Acid 


So dramatic is the response to Cinbisal that it 
may well be employed as a therapeutic test in the 
diagnosis of gouty arthritis. Cinbisal promotes 
urate elimination via the kidneys and relieves pain 
promptly. 


SUGGESTED DOSAGE: 
One or two tablets every four hours. 


SUPPLIED: 
Bottles of 100 and 1000 tablets 
(Engestic ® coated green.) 


SAMPLES ON REQUEST 


*Trademark of McNeil Laboratories, Inc. 
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whon a is dissolved in the buccal sublous. 


The antibacterial action 
is powerful... 


The antibiotic 
is nontoxic... 


The “sore throat” relief 
is sustained... 


LOZILLES Tyrothricin-propesin 
lozenges 

Pleasantly flavored, each Lozille contains 

2 mg.—an effective dosage—of tyrothricin, 

and 2 mg. of propesin for prompt, 

prolonged analgesia. Bottles of 15. 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 
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INTRA-PROFESSIONAL 
COUNCIL 


ONE EVENING last year, a group of friendly King 
County (Washington) general practitioners and 
specialists were engaged in an everyday discus- 
sion. In the course of the conversation, the sub- 
ject of the disharmony and the unhappy, critical 
relations between doctors and patients, as well 
as between doctors themselves, was brought into 
focus. Both the general practitioners and the 
specialists felt that a lack of understanding and 
tolerance were responsible for existing troubles— 
troubles which they believed could have been 
eliminated long before they reached the Griev- 
ance Committee of the King County Medical 
Society. As an outgrowth of this discussion, the 
idea for the Intra-Professional Council of Seattle 
was born. 

The King County chapter of the Academy 
started the wheels rolling to turn this idea into a 
functioning reality. A letter was written to the 
president of each of the organized specialty 
groups inviting them to select one representative 
from their specialty to take part in a dinner 
meeting with a representative from General 
Practice. 

This session was to be held once a month. It 
was given for the purpose of discussing the ways 
in which a better understanding could be 
brought about between the doctors themselves. 
The success of this initial meeting put the Intra- 
Professional Council on a firm basis. 

Every fourth Wednesday of each month at 
the Seattle College Club, one delegate and alter- 
nate elected from the participating groups meet 
for a 6:30 dinner meeting. These groups include 
general practitioners, anesthesiologists, internists, 
ophthalmologists, otolaryngologists, pediatricians, 
surgeons, radiologists, obstetricians and gynecolo- 
gists, neurosurgeons, pathologists, proctologists, 
psychiatrists, dermatologists, orthopedists, urolo- 
gists, and university staff. 

The Council has established a concrete ob- 
jective and purpose—it serves in the capacity of 
a forum for the exchange of ideas between the 
various branches of the practice of medicine as 
groups or as individuals. 

Main topics considered are ethics, personal 
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He'll Leg-go, Eventually! 
Mrs. Fauiman has entirely recovered from 
her broken collar bone, but her knee is still 
in the hands of the doctor.—Yorktown (Sask. ) 
Enterprise. 


Why the Editor Left Town 
An eight-and-one-half-pound daughter came 
to frighten the home of Mr. and Mrs. Brown. 
—Greenville (Ohio) Advocate. 


This We'd Like to See 
Arrenpep by Dr. Eubanks, Miss Pringle is 
recovering at her home from an injury re- 
ceived in an automobile accident at Reynard, 
Tuesday. The area in which she was injured 
is spectacularly scenic.—Zenia (Tenn.) News. 


Has Nine Lives, Maybe 
HE HAD BEEN in bad health for some time 
and the mounting years bore him down, 
death was followed by a stroke of paralysis 
several days ago.—Lebanon (Va.) News. 


Isn't That Expecting Too Much? 
SIxTEEN student nurses were inducted into 
the corps Tuesday evening. Members are 
pledged to remain active in cursing, civilian 
or military, for the duration of the present 
conflict in Korea.—Conway (Ark.) County- 
Democrat. 
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Each VERATRITE Tabule contains: 
Veratrum Viride. .....3 CRAW UNITS* 
Sodium Nitrite. grain 
Phenobarbital. .........-.... Ys grain 


*Biologically Standardized for toxicity. The 
CRAW UNIT -is an irwin-Neisler research 
development. 


In Mild and Moderate Hypertension, a marked 
sense of well-being is provided by the routine 
administration of Tabules Veratrite. Pronounced 
relief of headache, dizziness, fatigue and nervous 
irritability is accompanied with a reduction in blood 
pressure. Veratrite lessens peripheral resistance 
without compromise of circulation. 

Supplied: Bottles of 100, 500, 1000. 


SAMPLES AND LITERATURE ON REQUEST. 


69% 


IRWIN, NEISLER & COMPANY igh DECATUR, ILLINOIS 
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relationships, economic problems, and improve- 
ment of the understanding between the medical 
profession and the public. In discussing the 
above topics, some of the following points are 
stressed: A study of the ways in which doctors 
in the community err in the manner of handling 
patients and asking for and giving consultations; 
a study of the ways in which both general prac- 
titioners and specialists err, to the disadvantage 
of the patient; and a study of the ways in which 
these two groups can improve mutual under- 
standing, trust, and respect, and establish better 
public relations. 

A copy of the complete transactions of each 
meeting are given to every member delegate. 
Each delegate from the various groups presents 
the minutes of the meeting to the Board of 
Directors of his respective society. The delegate 
may include notes on any comments, ideas, or 
recommendations made by the officers and mem- 


bers of his group for the purpose of presenting 


OFFICIAL CALL FOR 1951 
Notice is hereby given, pursuant to Article IV 
of the Constitution of the American Academy 
of General Practice, that the regular annual 
meeting of the Congress of Delegates will be 
held in the City of San Francisco on Sunday, 
March 18, 1951, in the Palace Hotel at 10:00 
A.M., for the following purposes: To receive 
and act upon the reports of officers and commit- 
tees, and to transact any and all other business 
that may be placed before the Congress of 
Delegates. 

The regular Annual Assembly of the Acad- 
emy will convene at 1:00 p.m. on Monday, 
March 19, 1951, in the Civic Auditorium, with 
President Stanley R. Truman presiding. 

All delegates are requested to present their 
credentials to the Committee on Credentials in 
the foyer outside the Ballroom of the Palace 
Hotel between the hours of 8:30 a.m. and 10:00 
A.M. on Sunday, March 18. Dr. Frederic Ewens 
of California is Chairman of the Committee on 
Credentials. 

Dr. R. B. Robins, Speaker of the Congress of 
Delegates, will announce the reference commit- 
tees prior to the opening session of the Con- 
gress of Delegates. 
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them for the consideration of the Council at its 
next meeting. 

Officers of the Council are a chairman and a 
vice-chairman. These are appointed each year 
in January. 

At the present time, the King County Med- 
ical Society is seriously considering consolidating 
the Intra-Professional Council with the Griev- 
ance Committee as an official standing commit- 
tee of the Society. A subcommittee of the Coun- 
cil would then serve as the “hearing board” of 
the Grievance Committee. 

The Council has been in operation for only 
one year, but as Dr. Merrill Shaw, a member of 
the King County chapter and chairman of the 
Commission on Education of the national Acad- 
emy, stated, “It is too early to tell how far-reach- 
ing its results will be, but certainly the impact 
has already been felt in promoting better under- 
standing and camaraderie between all the doctors 
practicing in Seattle.” 


ANNUAL ASSEMBLY 


The following amendments to the Constitu- 
tion and By-Laws have been proposed and sub- 
mitted to the Committee on Constitution and 
By-Laws, which will present said amendments 
in its annual report for the consideration of the 
Congress of Delegates: 


Resolution No. 1 


Resotvep: That Article VIII of the Constitu- 
tion shall be amended by d:leting from the first 
sentence thereof, in Lines 3 and 4, the following 
words: “and Vice Speaker of the Congress of 
Delegates.” 


Resolution No. 2 


Resotvep: That Section 4 of Chapter VI of 
the By-Laws shall be amended by deleting the 
second sentence of the second paragraph thereof, 
at Lines 8, 9, and 10, reading as follows: “In the 
absence of the speaker, he shall be ex officio pro 
tem a member of the Board of Directors.” 


Resolution No. 3 


Resotvep: That Section | of Chapter VIII of 
the By-Laws shall be amended by striking in 
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‘is bl ig hted. | 


When “blight” in the form of 
mucus clogs the bronchial tree, help 


is often needed to expel it. Diatussin 
Bischoff provides such help in palatable and 


effective form by transforming dry, 


D spasmodic coughs to easier, productive ones. 
@ 


non-narcotic cough control Bischoff, 


acts both centrally and locally, bringing rapid relief to patients by curbing useless cough and 
liquefying secretions. Gastric disturbance and sedation are avoided. 


DIATUSSIN Bischoff, concentrated extract, in 6 cc. dropper bottles. Dosage: 2 to 7 drops three or four 
times daily. 


DIATUSSIN Syrup in 4 oz. and 1 pint bottles. Each teaspoonful contains 2 drops of the extract. 


ERNST BISCHOFF COMPANY, INC-IVORYTON, CONN. 
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Lines 6 and 7 thereof, the following: “and to 
terminate two years later at the conclusion of 
the regular annual meeting . . .” 


Resolution No. 4 


Resoivep: That Chapter 1X of the By-Laws 
shall be amended by striking therefrom all of 
Section 7, and substituting in lieu thereof the 
following: 

“Section 7. Program Committee. The Pro- 
gram Committee shall consist of six members, 
one of whom shall be designated as chairman by 
the president. Appointments to the Program 
Committee shall be for a term beginning at the 
time of their appointment and terminating at 
the close of the third ensuing Annual Assembly, 
provided, however, that in making the first ap- 
pointments to this committee the Board of Di- 
rectors shall appoint two members for three-year 
terms, two for two-year terms, and two for one- 
year terms, thereafter appointing annually two 
members for three-year terms. Appointees shall be 
selected, so far as feasible, from areas reasonably 
proximate to the site of ensuing Annual As- 
semblies. This committee shall plan and con- 
duct the program for all scientific meetings of 
the Assembly, provided such program or pro- 
grams have been approved by the Board of Di- 
rectors. 

“The chairman of the Commission on Educa- 
tion and the editor of GP shall serve in an ad- 
visory capacity to the Program Committee. The 
executive secretary of the Academy shall act as 
secretary of the Program Committee.” 


Resolution No. 5 


Resotvep: That Chapter VIII of the By-Laws 
shall be amended by striking therefrom all of 
Section 1 and substituting in lieu thereof, the 
following: 

“Section 1. Each constituent chartered state 
or regional chapter shall be entitled to elect dele- 
gates and alternates to the Congress of Dele- 
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Erratum 


In pescrisinc United Airlines’ luxurious 
twin-decked airliners which will take Acad- 
emy members to and from Hawaii following 
the San Francisco Assembly, we erroneously 
referred to them in the September issue as 
“Clippers.” United Airlines overseas aircraft 
are properly called “Stratocruisers.” “Clipper” 
is a registered trademark of Pan American 
World Airways System. 


gates according to the number of active mem- 
bers in such chapter as recorded in the office of 
the Secretary of the American Academy of Gen- 
eral Practice on November | of each year. 

“Apportionment of delegates shall be as fol- 
lows: For 5 to 500 members, two delegates and 
two alternates; for 501 to 1000 members, three 
delegates and three alternates; for 1001 to 1750 
members, four delegates and four alternates; for 
1751 to 2500 members, five delegates and five 
alternates; for 2501 to 3500 members, six dele- 
gates and six alternates; for 3501 to 4500 mem- 
bers, seven delegates and seven alternates; and 
for over 4500 members, eight delegates and eight 
alternates. 

“Except for the first election when one-half of 
the delegates and alternates shall be elected for 
one year, as near as may be, the terms of office 
shall be for two years, to begin with the first 
session of the next annual meeting of the Con- 
gress of Delegates and to terminate at the con- 
clusion of the next ensuing annual meeting. 
One-half, as near as may be, of the allowed 
number of delegates and alternates, shall be 
elected each year, provided that at the first elec- 
tion following the adoption of this section there 
shall be elected that number of delegates and 
alternates to which the chapter is entitled by 
this section.” 

—Mac F. 


Executive Secretary 
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AN INDEX TO READY 


MICRONS 


DIGESTIBILITY 


Silly”, STRAINED and 
HOMOGENIZED CARROTS 

HE ready digestibility of Libby’s 

Strained AND Homogenized 
Baby Foods, and their early toler- 
ability, are graphically shown as 
physical changes which Libby’s 
exclusive process of homogenizing 
brings about. 

For instance, in carrots that have 
only been strained, less than 30° 
of the food substance presents par- 
ticles under 250 microns in size— 
more than 70% is composed of 
particles up to and over 840 mi- 
crons in size. BUT when this sub- 
stance undergoes Libby’s homo- 


Libby, M¢Neill & Libby Chicago 9, Illinois 


HOMOGENIZED 
BABY FOODS 


CARROTS MERELY STRAINED 


genizing process, there remain no 
particles over 250 microns in size; 
87% are smaller than 150 microns. 

Thus digestion is facilitated, and 
utilization of contained nutrients, 
such as iron, is enhanced. Since 
cellulose fibers are comminuted to 
ultra-small size, Libby’s Homogen- 
ized Baby Foods may be fed with 
safety as early as the fifth week of 
life and are well tolerated.* Yet this 
feature carries no price penalty, for 
Libby’s cost the mother no more 
than ordinary, merely strained, 
baby foods. 


* Reprints of clinical studies areavailableon request. 
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the best of Protein 


and 


Here is an exceptionally pleasant- B 
tasting new dietary supplement for 
management of anorexia, febrile 


illnesses, convalescence, malnutrition, Comp lex 


pregnancy and lactation. 


The formula tells the story: Vitamins / 


Each 45 cc. (3 tablespoonfuls) 
of Tronic® provides: 


Protein hydrolysate (45% amino acids) 6.8 Gm. }| Calcium Glycerophosphate 
Thiamine hydrochloride 4 mg. | Sodium Glycerophosphate 
Riboflavin 2 mg. | Manganese Glycerophosphate 
Pyridoxine hydrochloride 1 mg. ] Potassium Glycerophosphate 
Niacinamide 30 mg. | Alcohol 


with flavoring agents added 


Compound 


Tronic Compound is an unusually 
complete, well formulated 
nutritional supplement, and will be 
found particularly useful for 
geriatric and pediatric patients, as 
well as in other branches of 
medicine. Supplied in Spasaver® pints 
and gallon bottles. 

Sharp & Dohme, Philadelphia 1, Pa. 


130 
mg. 
260 mg. 
oe 24 mg. 
16 mg. 
Bs 
> 
® 
See 
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20,000 
units 
of 
penicillin 


hard candy 
base 


They look and taste delicious and are, 

welcomed by young or old—assurance 

that your patients will follow the 

prescribed dosage regimen. 


PONDETS* PENICILLIN TROCHES 


; For local treatment and prophylaxis 
half-hour 


of oral infections caused by penicillin- 
sensitive organisms. 


®Trade Mark 


Wijeth Incorporated, Philadelphia, Pa. 


Volume Number 1 


4 
h 
slowly-dissolving 
- penicillin levels 
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4 sample boxes of cereals. An attractive 
educational unit that helps you impress 
young mothers with the need for a variety of 
pre-cooked cereals in Baby's diet. Gerber’s 
“Quads” include Cereal Food, Oatmeal, Bar- 
ley Cereal and the latest arrival, Rice Cereal. 


Which is the starting cereal? When mothers 
ask which of Gerber’s samples to begin with, 
your answer will, of course, depend on cir- 
cumstances. The average baby can start on 


BABY FOODS 


Babies are our business... our only business! 


to infant-nutrition 


for all your young 


a mothers 


any of the 4 Cereals. If a need for hypo- 
allergenic cereals is indicated, Gerber’s 
Barley or Rice will probably be your first 
choice. Of comparable nutritional value, all 
Gerber’s Cereals contain added iron, calcium 
and important B vitamins. 


New 4-way approach 


FREE Gerber's Cereal Samples and 


Baby Foods Analysis Folder. Write 
on your letterhead to Dept. 101-1, 
Fremont, Mich. 


Cereals * Strained Foods * Junior Foods * Meats —~-‘\) 


z 


& 
 weoita 
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[ADVERTISEMENT 


1951 Postgraduate Assembly and Convention 


College of Medical Evangelists School of Medicine 


(Sponsored by the Alumni Association) 


BILTMORE HOTEL, LOS ANGELES, CALIFORNIA 
LECTURE SCHEDULE—MARCH 11, 12, 13 


8:00- 9:00 
8:30- 9:00 
9:00- 9:30 


9:30-10:00 


10:00-10:15 
10:15-11:00 


11:00-11:30 


11:30-12:00 


12:00- 1:30 


1:30- 2:00 
2:00- 2:30 


2:30- 3:00 


3:00- 4:00 


4:00- 4:30 


SUNDAY 
March 11 
Registration 
Motion Picture 


Individual Protective Measures from an A-Bomb 
Explosion 

COL. WILLIAM S. STONE, Commandant, Army 
_- Service Graduate School, Washington, 


Present-day Management of Renal Lithiasis 
CHARLES C. HIGGINS, M.D., Head of the 
Department of Urology, Cleveland Clinic Founda- 
tion Hospital, Cleveland. 


Intermission 


The Selection of Anti-infective Agents in the 
Prevention and Treatment of Disease 

CHESTER S. KEEFER, M. D., Director, Evans Me- 
morial; Physician-in-chief, Massachusetts Memorial 
Hospitals; Wade Professor of Medicine, Boston 
University School of Medicine, Boston. 


The Diagnosis and Treatment of Anemias 


M. M. WINTROBE, M.D., Professor of Medicine, 
Head of the Department of Medicine, Univer- 
sity of Utah School of Medicine, Salt Lake City. 


Clinical Importance of Respiratory Air Currents 
ARTHUR W. PROETZ, M.D., Professor of Clini- 
cal Otolaryngology, Washington University School 
of Medicine, St. Louis. 

Intermission 

Scientific and Technical Exhibits 

Motion Picture 

Military Medicine’s Mission 


REAR ADM. H. L. PUGH, USN, Deputy Sur- 
geon General, Washington, D. C. 


Phlebothrombosis 
ALTON OCHSNER, M.D., Professor and Chair- 


man, Department of Surgery, Tulane University of | 


Louisiana School of Medicine, New Orleans. 


Intermission 
Scientific and Technical Exhibits 


Newer Diagnostic Tests in Neurology 

ROBERT WARTENBERG, M.D., Associate Clini- 
cal Professor of Neurology, University of Califor- 
nia Medical School, San Francisco. 


Registration Fee—$10.00 


4:30- 5:00 


5:00- 5:30 


7:00 


8:00- 8:30 
8:30- 9:00 


9:00- 9:30 


9:30-10:00 


10:00-10:30 


| 10:30-11:00 


11:00-11:30 


11:30-12:00 


Pitfalls of Malpractice 

LOUIS J. REGAN, M.D., Professor of Legal 
Medicine, College of Medical Evangelists School 
of Medicine, Los Angeles. 


Applied Psychosomatic Medicine in General 
Practice 

ROBERT H. CREDE, M.D., Assistant Professor of 
Medicine, University of California Medical 
School, San Francisco. 


President's Dinner 
Biltmore Bowl. 


MONDAY 
March 12 
Motion Picture 


Gastro-intestinal Symptoms of Genito-urinary 
rigin 

DONALD R. SMITH, M.D., Assistant Clinical 

Professor of Urology, University of California 

Medical School, San Francisco. 


Diagnostic Aids in Patients with Arterial Hyper- 

tension 

WILLIAM B. YOUMANS, M.D., Professor of 

a a University of Oregon Medical School, 
ortland. 


Normal and Abnormal Ovarian Function: Some 
Current Concepts of Diagnosis and Treatment 
EDWIN C. HAMBLEN, M.D., Professor of Endo- 
om Duke University, Durham, North Caro- 
ind. 


Intermission 
Scientific and Technical Exhibits 


Value of ACTH in the Treatment of Acute Rheu- 
matic Fever 

GEORGE C. GRIFFITH, M.D., Medical Director, 
Good Hope Clinic, Los Angeles. 


Recent Advances in Surgery of the Small Intestine 
and Colon 

JOHN R. PAXTON, M.D., Assistant Professor 
of Clinical Surgery, University of Southern Cali- 
fornia School of Medicine, Los Angeles. 


Recent Advances in Medical Therapeutics 

CHESTER S. KEEFER, M.D., Director, Evans Me- 
morial; Physician-in-chief, Massachusetts Memorial 
Hospitals; Wade Professor of Medicine, Boston 
University School of Medicine, Boston. 
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12:00- 1:30 


1:30- 2:00 
2:00- 2:30 


3:30- 4:30 


4:30- 5:00 


5:00- 5:30 


5:30- 6:00 


8:00- 8:30 
8:30- 9:00 


Intermission 
Scientific and Technical Exhibits 


Motion Picture 


Collagenous Vascular Disease 


LOWELL A. RANTZ, M.D., Associate Profes- 
sor of Medicine, Stanford University School of 
Medicine, Palo Alto. 


Our Present Concepts with Regard to lodine 131 
in the Diagnosis and Treatment of Hyperthy- 
roidism 

EARL R. MILLER, M.D., Professor of Radiology, 
University of California Medical School, San 
Francisco. 


The Management of Hypertensive Disorders in 
Pregnancy 


ERNEST W. PAGE, M.D., Associate Professor, 
Division of Obstetrics and Gynecology, Univer- 
sity of California Medical School, San Francisco. 


Intermission 


Scientific and Technical Exhibits 


Intravenous Fat Feeding 


FREDRICK J. STARE, M.D., Associate Professor, 
ongaaa of Nutrition, Harvard Medical School, 
oston. 


Recent Advances in the Use of Diuretic Drugs 


9:30-10:00 


10:00-10:30 


 10:30-11:00 


11:00-11:30 


11:30-12:00 


12:00- 1:30 


ERNEST GEIGER, M.D., Professor of Pharma- | 
cology and Toxicology, University of Southern | 


California School of Medicine, Los Angeles. 


Analysis of Thoracic Pathology Found in a Mass | 


Chest X-ray Survey 


THEODORE H. NOEHREN, M.D., Assistant 


Professor of Preventive Medicine, University of 
Utah School of Medicine, Salt Lake City. 


TUESDAY 
March 13 
CANCER SYMPOSIUM 


(With Support of California Division of American | 


Cancer Society) 


Motion Picture by Cancer Society 


Diagnosis and Treatment of Carcinoma of the Nose 


and Throat 

FRANCIS A. SOOY, M.D., Assistant Clinical 
Professor of Otolaryngology, University of Cali- 
fornia Medical School, San Francisco. 


Diagnosis and Treatment of Carcinoma of the 
Stomach 

CLARENCE J. BERNE, M.D., Clinical Professor 
of Surgery, University of Southern California 
School of Medicine, Los Angeles. 


1:30- 2:00 


2:30- 3:00 


3:30- 4:30 


4:30. 5:00 


Diagnosis and Management of Carcinoma of the 
Breast 

JUSTIN J. STEIN, M.D., Tumor Consultant, Vet- 
erans Administration Center; Los Angeles Tumor 
Institute, Los Angeles. 


Intermission 
Scientific and Technical Exhibits 


Diagnosis and Treatment of Carcinoma of the Lung 
ALTON OCHSNER, M.D., Professor and Chair- 
man, Department of Surgery, Tulane University of 
Louisiana School of Medicine, New Orleans. 


Ovarian Cancer 


DANIEL G. MORTON, M.D., Professor of Ob- 
stetrics and Gynecology, University of California 
Medical School, Los Angeles. 


Diagnosis and Treatment of Carcinoma of the 
Prostrate Gland 


ROGER W. BARNES, M.D., Professor of Urology, 
College of Medical Evangelists School of Medi- 
cine, Los Angeles. 


Intermission 
Scientific and Technical Exhibits 


Management of Fractures of the Hip 
HAROLD B. BOYD, M.D., Associate Professor, 


Orthopedic Department, University of Tennessee. 


Diagnostic and Therapeutic Advances in the Field 
of Convulsive Disorders 

ROBERT B. AIRD, M.D., Associate Professor of 
Neurology and Neurological Surgery, University 
of California Medical School, San Francisco. 


Common Dermatologic Problems Met in General 
Practice 


FRANCIS E. SENEAR, M.D., Head of the De- 
partment of Dermatology, University of Illinois 
School of Medicine, Chicago. 


Proctological Examination in General Practice 


MALCOLM R. HILL, M.D., Professor of Proc- 
tology, College of Medical Evangelists School of 
Medicine, Los Angeles. 


Intermission 
Scientific and Technical Exhibits 


Use of Androgens in Men 

CARL G. HELLER, M.D., Associate Clinical Pro- 
fessor of Medicine, University of Oregon Medical 
School, Portland. 


Antibiotic Therapy of Fevers of Unknown Origin 
WILLIAM M. M. KIRBY, M.D., Associate Pro- 


fessor of Medicine, University of Washington 
School of Medicine, Seattle. 


In addition to these lectures, a concentrated, three-day, special-course program will be presented March 14, 15, and 16 by well- 
known professors. These courses, prepared especially for general practitioners, will be given in blocks of three hours, 9-12 a.m. and 
2-5 p.m., and will include Medicine, Pediatrics, Diseases of the Chest, Roentgenology, Dermatology, Neurology, Psychiatry, General 
and Orthopedic Surgery, Ophthalmology, Otolaryngology, Urology, Proctology, Anesthesiology, Obstetrics and Gynecology. From 
three to ten practical and important subjects will be offered in each field. Registration fee is $15.90. For full information and a 
catalogue of offerings write Paul D. Foster, M.D., General Chairman, White Memorial Hospital, 312 North Boyle Avenue, Los Angeles 
33, California. 
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with 
Triple Sulfonamides 


. provides an additive antibacterial effect 


More rapid and effective control of certain bacterial infections offered by 
combined use of antibiotic and chemotherapeutic agents. (Vollmer, H., 
Pomerance, H. H. and Brandt, I. K.: New York State J. Med. 50:2293, 
1950.) 


... against a wide range of organisms 


Both gram-positive and gram-negative pathogens, including majority 
of coccal and many bacillary types, are affected by penicillin plus sulfonamide. 
(Kolmer, J. A.: Amer. J. Med. Sc. 2/5:136, 1948.) 


adequate dosage 


Each teaspoonful (5 cc.) contains 100,000 units of penicillin G potassium 
and 0.5 Gm. of triple sulfonamide mixture (equal parts of sulfadiazine, 
sulfamerazine and sulfacetimide). 


. pleasant, orally administered form 


Oral penicillin as effective as parenteral in adequate dosage, less likely to 
produce reactions. (Keefer, C. S.: Amer. J. Med. 7:216, 1949.) 


...and with extremely low toxicity 


Combined sulfonamides permit smaller, safer dosage of each, thus minimizing 
undesired hazard of renal blockage due to crystalluria. (Kolmer, J. A.: 
Texas State M. J. 44:81, 1948.) 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 


ALSO. DRAM-CILLIN 


/ 


AVAILABLE: F 100,000 units of penicillin G potassium in 


i each teaspoonful (5 cc.) 
Two Convenient , DROP-CILLIN 
Forms of \ 


Oral Penicillin. ‘NS 50,000 units of penicillin G potassium in 
each dropperful (0.75 cc.) 
~ 


~ 
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Sweets Appeal 


in SULFONAMIDE 
THERAPY 


EDICINE just like candy? Reason enough to consider it for small 
fry—and for finicky adults. Good-tasting, sweets-appealing medi- 
cine like DuoziNeE Du/cet Tablets works to definite therapeutic advantage. 
Children take this double sulfonamide eagerly—any amount required. 
They benefit from high blood levels, low incidence of side-effects—the 
result of combining sulfadiazine and sulfamerazine in equal parts. These 
drugs, according to a recent report, “. . . qualify at present for first and 
second place, respectively, as components of any mixture.’”! 

For mothers, DuoziNE Dau/cet tablets are easy to give. Uniform potency 
eliminates guesswork in administration. Reason enough, perhaps, to 
ask you to try Duozine Dulcet Tablets the next time sulfonamides are 
indicated. Available in 0.3-Gm. and 0.15-Gm. potencies, bottles of 100. 
COMPLETE LITERATURE On Sulfonamide Du/cet Tablets, including Indica- 


tions Chart and Dosage Table, will be sent to you on 

request. Abbott Laboratories, North Chicago, Illinois. Cbtott 

Tasty Suspension With “Built-In” Alkalinizer—Also available: 


Palatable, orange-flavored DUOZINE Suspension provides, per 
teaspoonful, 0.15 Gm. each sulfadiazine and sulfamerazine, plus 
1.5 Gm. sodium citrate. This liquid is especially tasty and easy 
to give when diluted in water or fruit juice. In 1-pint bottles. 


TRADE maRK 


Dulcet’ Tablets 


(SULFADIAZINE-SULFAMERAZINE COMBINED, ABBOTT) 
®Medicated Sugar Tablets, Abbott 


1. Lehr, D. (1950), Relative 


Merits of Commonly Used 


} Sulfonamide Drugs as 
4 Components of Mixtures, N. Y. 


State J. Med., 50:1361, June. 


Painted by Shum 


—— if 
4 
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your acne patient 


get back ‘“‘in the swing” 


Your complexion-conscious young acne patient regains her 
self-confidence when you write “ACNOMEL’. Because ACNOMEL is: 


1 Immediately effective cosmetically. ACNOMEL is delicately flesh-tinted. 
It masks the acne lesions, yet is virtually invisible when applied. 


2 Rapidly effective therapeutically. ACNOMEL ordinarily brings definite 


improvement—not in months or weeks, but in a matter of days. 


Formula: Resorcinol, 2%; and sulfur, 8%; in a stable, grease-free, flesh-tinted vehicle. 


Smith, Kline & French Laboratories, Philadelphia 


a significant advance, clinical and cosmetic, in acne therapy 


*Acnomel’ T.M. Reg. U.S. Pat. Off. 
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DURING 


PREGNANCY 


Each colorful, eye-appealing, two-tone PRECALCIN Capsule 
contains in a dry powder: 


Dicalcium Phosphate (Anhydrous) . . . . 0.45 Gm. 
Bone Phosphate* . . . . .... . 0.15 Gm. 
Vitamin A (Ester). . . . . . . 2,000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol). . . 400 U.S.P. Units 
Thiamine Hydrochloride . . . . . . . 3.00 mg. 
Ferrous Gluconate . . . . 45.00 mg. 
“Fluorine content . . . . 0.07 mg. 


Sep 


Bottles of 100, 500, and 1,000 capsules. 


Capsules 
VA, 


Excellent Tolerance 
Not oily, no fishy taste or regur- 
gitation. Organic iron, organic and 
inorganic calcium, essential vita- 
mins—all in one colorful, easy-to- 
take capsule. 


Dosage: precarcin Capsule 


t.i.d., or more as prescribed. 


PRODUCTS, INC. + MOUNT VERNON, N. Y. 
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NOW AVAILABLE IN 
TABLETS FOR ORAL USE 


As well as in Saline Suspension 
for Parenteral Therapy 


x 


CORTONE* (Cortisone) now is available in tavlets for oral administration, as 


well as in saline suspension for parenteral use, through your usual sources of 
medicinal supplies. 


Clinical studies have demonstrated that the therapeutic activity of Cortone 
administered orally is comparable to that of the parenteral form. Dosage 
requirements are approximately the same, and the two routes of administration 
may be used interchangeably or additively at any time during treatment. 

CORTONE Tablets, 25 mg. each, are supplied in bottles of 40, totaling 1 gram, 
the equivalent in Cortone content to 2 vials of the saline suspension. The cost 
per gram to the physician is approximately 


. . Among the conditions in which Cortone has 
the same as that of the saline suspension ~~ ay 
produced striking clinical improvement are: 


RHEUMATOID ARTHRITIS and Related 


Rheumatic Diseases 


ACUTE RHEUMATIC FEVER 


Key to a New Era in Medical Science ALLERGIC DISORDERS, including Bron- 
chial Asthma 
® INFLAMMATORY EYE DISEASES 
SKIN DISORDERS, notably Angioneurotic 
J / Edema, Atopic Dermatitis, Psoriasis, Exfo- 
liative Dermatitis, including cases secondary 
ACETATE to drug reactions, and Pemphigus 


ADDISON’S DISEASE 


for parenteral use. 


Literature on Request 


MERCK & CO., Inc. 
Manufacturing Chemists 


RAH WAY, N E W 


*CORTONE is the registered 
trade-mark of Merck & Co., Inc. for 
its brand of cortisone. 
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biliary tract disorders 


Hydrocholeresis with Decholin and Decholin Sodium produces a gentle lavage of the 
biliary tree. Copious, fluid bile flushes away mucus, pus and thickened bile and 
re-establishes normal drainage. 


for best results 


Hydrocholeretic therapy should be extended through the optimal treatment period. 
An average dose of Decholin is 1 or 2 tablets three times daily for four to six weeks 
Prescription of 100 tablets is recommended for maximum efficacy and economy. The 
course may be repeated after an interval of one or two weeks if desired. For more 
rapid and intensive hydrocholeresis, therapy may be initiated with Decholin Sodium. 


DECHOLIN 


Decholin tablets (brand of dehydrocholic acid) of 3% gr. (0.25 Gm.), in bottles of 100, 500, 
1,000 and 5,000. 


Decholin Sodium (brand of sodium dehydrocholate) is supplied in a 20% solution for intra- 
venous administration. 3 cc., 5 cc. and 10 cc. ampuls — boxes of 3, 20 and 100. 


Decholin and Decholin Sodium, trademarks reg. 


AMES COMPANY, INC + ELKHART, INDIANA /\ 
Ames Company of Canada, Ltd., Toronto 
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Aldiazol-M brings a high degree of safety to sulfonamide 
therapy. This alkalizing suspension of equal parts of micro- 
crystalline sulfadiazine and sulfamerazine is safer because it 
decreases the danger of crystalluria and reduces the incidence 
of allergic reactions. It offers these advantages: 


Greater Efficacy, achieved through decreased acetylation 
of the absorbed sulfonamides, and rapid absorption of the 
microcrystalline form. 


Highly Palatable. Aldiazol-M is pleasantly flavored, mak- 
ing it acceptable to virtually all patients. It is readily taken 
by children, making for universal patient cooperation and 
permitting its use whenever sulfonamide therapy is indicated. 


Greater Urinary Solubility is produced by sodium citrate 
which increases urinary solubility of the combined sulfon- 
amides by more than 400%. 


The maintenance dose of Aldiazol-M is 2 teaspoonfuls (1 
Gm. of total sulfonamides) every 4 hours; initial dose, 2 to 4 
teaspoonfuls (3 to 6 Gm. of total sulfonamides). Aldiazol-M 
is available at all pharmacies in pint and gallon bottles. 


THE S.E.MASSENGILL COMPANY 
Gormula Bristol, Tenn.-Va. 


Each teaspoonful (5 cc.) of NEW YORK e SAN FRANCISCO e KANSAS CITY 
Aldiazol-M contains: 
Sulfadiazine 


talline)...... 0.25 Gm. 

Sulfamerazine 
(microcrys- 
talline)... ...0.25 Gm. 

Sodium Citrate. 1.0 Gm. 


GP @ January, 1951 


\ | 
\ 
we 
| 
had 
E 
\ { 
N 
‘ 
7 
| 
| 
49 
4 


ARTHRITIS THERAPY ‘ 


with TWO MODERN i 
| ADVANCES 


SALICYLATE 
Therapeutic Standby 


PARA-AMINOBENZOIC 
ACID. Salicylate- 
Potentiating Effect 


Capillary Protectant in Arthritis 


TRADEMARK 


ENTA B 


FEATURES: FORMULA: 


Provides adequate doses of salicylate, long a mainstay Each Entab* contains: 
in therapy of arthritis and rheumatic fever Sodium Salicylate. . . .0.25 Gm. 

PABA enhances salicylate action, facilitating attainment (4 gr.) 
of higher salicylate blood levels Para-Aminobenzoic 

PABA itself exerts synergistic antipyretic action, in- Acid... .++++++4++0.25 Gm. 
creases feeling of well-being (4 gr.) 


VITAMIN C raises ascorbic acid blood levels, depleted Ascorbic Acid. .....-0.020 Gm. 


by rheumatic disease and intensive salicylate medication 


VITAMIN C in NEOCYLATE* prevents capillary damage 
and, like PABA, helps to secure higher salicylate blood 
levels 


Enteric coating minimizes possibility of gastric irritation 


(0.3 gr.) 
SUPPLIED: Bottles contain- 
ing 200, 500, and 1,000 Entabs. 


*Trademerk of The Central Pharmacal Co. 


THE CENTRAL PHARMACAL COMPANY 


SEYMOUR 


INDIANA 
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in acute upper 
respiratory infections 


In the treatment of chronic sinusitis 
and the acute sinus complications of 
coryza, Bacitracin-Nasal affords a 
dual approach. 


It supplies bacitracin, effective 
against many gram-positive patho- 
gens which inhabit the nose and ac- 
cessory nasal sinuses.' Administered 
by spray or by aerosol inhalation, a 
solution of bacitracin has been re- 
ported to reduce the severity and du- 
ration of sinus infections.” 


The presence of desoxyephedrine 
in Bacitracin-Nasal aids in improving 
nasal ventilation and reduces patient 
discomfort for prolonged periods. 


Reconstituted by the pharmacist just 
prior to being dispensed, Bacitracin- 
Nasal contains bacitracin, 250 units 
per cc., and 0.25% desoxyephedrine 
in an approximately isotonic, rose- 
scented aqueous vehicle. It is avail- 
able on prescription at all pharmacies 
in 15 cc. bottles together with dropper. 


1. Prigal, S. J.: Bacteriologic and Epidemiologic Approach to the Treatment 
of Respiratory Infections with Aerosols of Specific Antibiotics, Bull. N. Y. 
Acad. Med. 26:282 (Apr.) 1950. 


2. Stovin, J. S.: The Use of Bacitracin in the Treatment of Sinusitis and Re- 
lated Upper Respiratory Infections, New York Physician 32:14 (July) 1949. 


3. Prigal, S. J., and Furman, M. L.: The Use of Bacitracin, a New Antibiotic, 
in Aerosol Form; Preliminary Observations, Ann. Allergy 7:662 (Sept.-Oct.) 


| CSC. Pharmaceitieas 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION - 17 E. 42ND ST. » NEW YORK 17, N.Y. 
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AFTER YEARS 


Literature and directions for ad- . 
ministration of ACTHAR, includ- 
ing contraindications, are avail- 
able on request. 

ACTHAR is supplied in 10, 15, 
25, 40 and 50 mg. vials, in pack- 
ages of 10 and 25 vials. 


‘ 
SOAS 
; 


PHYSIOLOGIC 


Reversal of heretofore intractable diseases beginning within hours after 


instituting ACTHAR therapy, is the culmination of years of intensive - 
research by The Armour Laboratories, together with independent in- 
vestigators. 


ACTHAR, the first adrenocorticotropic hormone made available to 
the physician, represents the physiologic stimulus for the adrenals to 
produce and discharge the complete spectrum of cortical hormones. 


Virtual absence of cumulative effects permits precise, yet flexible, 
dosage schedules. The exclusive utilization of physiologic mechanisms 
for its powerful therapeutic action furthermore contributes to the 
clinical safety of ACTHAR. 


ESTABLISHED INDICATIONS: Collagen diseases or connective tissue 
diseases, such as rheumatoid arthritis, rheumatic fever, acute lupus 
erythematosus; hypersensitivities, such as severe asthma, drug sensi- 
tivities, contact dermatitis; most acute inflammatory diseases of the 
eye; acute inflammatory conditions of the skin, such as acute pemphi- 
gus and exfoliative dermatitis; inflammatory conditions of the intes- 
tinal mucosa, such as ulcerative colitis; and metabolic diseases, such as 
acute gouty arthritis and secondary adrenal cortical hypofunction. 


AUTHAR 


ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (A.C.T.H) 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 


THERAPEUTICS THROUGH BIOCHEMICAL RESEARCH 
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| That $ ine sign for SYNTHENATE TARTRATE therapy 


... for, in the early phase of coryza, this simple treatment brings gratifying, 
often dramatic relief. 


In 65% of cases complete remission ot symptoms occurs within fifteen minutes 
after injection of 1 cc of SYNTHENATE TARTRATE-Breon, when adminis- 
tered within twenty-four hours of the first sign of a cold! 


Injection is simple...relatively nontoxic...prolonged in effect. SY NTHENATE 
TARTRATE-Breon increases cardiac efficiency and frequently slows the pulse 
rate; thus it is effective without appreciably increasing the work of the heart. 
It does not cause cardiac arrhythmias, does not stimulate the central nervous 
system, does not produce signs of anxiety. 


DOSAGE: 1 cc injected intramuscularly or subcutaneously ... repeated in 3 or 
4 hours, if required. 


SYNTHENATE 


Trademark 
TARTRATE SOLUTION 


Available at all drug stores. 1 cc ampuls 
— boxes of 12 and 25. 

Complete literature to physicians on 
request. 


George A. Breon & Co. 


Sut a Pharmaceutical Chemists © 1450 Broadway, New York 18, N.Y. 
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From Youth to Age 


Benzestrol Covers Your Estrogenic Problems 


“‘Benzestrol, in my experience, provides prolonged beneficial effects . . . - 
Undesirable side reactions, . .. were not encountered in my experience. . . 
In general also there seemed to be quite a decided improvement in the vague 
arthropathies and hypertensions associated with the menopausal syndromes.” * 


The Effective, Non-toxic, Synthetic Estrogen 


Available in all Dosage Forms: = \ 

Oral Tablets: 0.5 mg., 1.0 mg., 2.0 mg., 5.0 mg. / f 2 \ 

Vaginal Tablets: 0.5 mg. 

Injectable Solution: 5.0 mg. per cc. 


Elixir: 2.0 mg. per teaspoonful. 
Average Dose: 1 to 2 mg. or equivalent daily. 


*Hufford, A.R.: J.A.M.A., 123, 259, (1943) 


COUNT ON 
PHARMACY 
ane 
CHEMISTRY 


4, S 


Schieffelin B ENZ E STR O FF 


2, 4- di (p-hydroxyphenyl) -3- ethyl hexane 
Clinical abstracts, literature and samples on request. 


Schieffelin & Co. 


24 Cooper Square, New York 3, N. Y. 
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What rs 


ANTRISIN 


I 


A new, safer sulfonamide with a wider anti- 


bacterial spectrum. 


same indications as other sulfonamides? 


2 More; it has been effective in some infections not 


responsive to other sulfonamides and antibiotics. 


how about toxicity? 


3 High solubility prevents renal blocking. Incidence 


of other reactions is also very low. 
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should the patient be alkalized? 


4 Not necessary with Gantrisin® because of its high 
solubility. 


how about cost? 


4 Gantrisin is so economical that it can be prescribed 


without straining the patient’s budget. 


HOFFMANN-LA ROCHE INC. 
Roche Park + Nutley 10 *« New Jersey 
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Prescription Product 


Whether infectious, inflammatory or allergic in 
origin, simple cough is generally well controlled by 
a teaspoon* or two of PyriBENZAMINEg EXxPEcTor- 
ANT, a unique combination of non-narcotic drugs. 
The remarkable effectiveness of PyrtBENZAMINE Ex- 
PECTORANT is due to synergy and the complementary 
action of its three established therapeutic ingredi- 
ents, PyrIBENZAMINE citrate, ephedrine sulfate, and 
ammonium chloride (30, 10, and 80 mg. per 4 ce., 
respectively). Histamine congestion is diminished 
throughout the length of the respiratory tract, and 
bronchial secretions are liquefied loosened. 
Palatable, unique, non-narcotic, PyYRIBENZAMINE 
EXPECcTORANT offers exceptionally broad control of 
the various factors involved in simple cough. Bottles 
of 16 fluid ounces and one gallon. 

Ciba Pharmaceutical Products, Ine., Summit, N. J. 


*Children to 1 teaspoonful 


EXPECTORANT 


PHARMACEUTICAL PRODUCTS, INC. 2/1751M 
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A; a primary dietary 
supplement 


Jor the pregnant patient— 


there is nothing 


\ 


\\ better than- 


MOL-IRON' 
with CALCIUM and VITAMIN D 


Mol-Iron—most effective iron therapy known, !}?>3. now 
has been supplemented with the essential gestational elements, 
calcium and phosphorus, in an optimum ratio, plus adequate 
vitamin D. 

The superiority of Mol-Iron as a source of iron is epitomized 
in the conclusions of Dieckmann :! have never had 
other iron salts so efficacious in pregnant patients.” 


Each easily-swallowed, soft gelatin capsule contains: 


Dicalcium Phosphate.............. 869 mg. 
(anhydrous) 


Prophylactic Dose: one capsule three times daily after meals. 
Therapeutic Dose: two capsules three times daily after meals 

(providing 240 mg. Fe++daily). 
Supplied: Soft gelatin capsules in bottles of 100. 


ALSO Mol-Iron Tablets in bottles of 100 and 1000. 
ied Mol-Iron Liquid in bottles of 12 fluid ounces. 
supplied: Mol-Iron with Liver and Vitamins, capsules, in bottles of 100. 


White Laboratories, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 
1. Dieckmann, W. J., and Priddle, H. D.: Am. J. Obstet. & Gynec. 57 :541 (1949). 


2. Chesley, R. F., and Annitto, J. E.: Bull. Margaret Hague Mat. Hosp. / :68 (1948), 
3. Dieckmann, W. J. et al: Am. J. Obstet. & Gynec. 59 :442 (1950). 
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Benat Drops keep growing youngsters 
healthy—strong 


Benat Drops help infants and children to keep pace 
with rapid development. 

Benat Drops are a palatable nutritional Vitamin B 
supplement, especially rich in Vitamin By». 

Benat Drops are provided in a pleasant-tasting vehicle 
readily miscible with milk, formulae, fruit juices, - 
cereals and other foods. 


Formula 


Each 0.6 cc. or 10 minims contain: 

Vitamin B,.—Crystalline . 

Thiamine 

Riboflavin . . 

Niacinamide. . 

Alcohol . . . 
How Supplied: Bottles of 30 ce. (1 (I fluid ounce) with calibrated 


dropper. Benat containing B,2 also available in Tablets and 
Injectosols. 


Kasdon, S.C. and Cornell, E. L.: Vitamin B Complex in Neonatal 
Feeding. Am. J. Obst. & Gynec. 56:853-860, 1948. 

Wetzel, N. C.; Fargo, W. C.; Smith, 1. H. and Helikson, J.: Growth 
Failure in School Children as Associated with Vitamin By: Deficiency 
—Response to Oral Therapy. Science 110:651-653, 1949. 


The National Drug Company Philadelphia 44, Pa. 


more than half a century of service to the medical profession 


Volume Ill, Number 1 
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Wyeth, Incorporated 


ONE injection 
instead of Two. 


Provides for the first time, in a single 
injectable dosage form, Desoxycor- 
ticosterone in Aqueous Suspension 
with Vitamin c. You administer 


| 
a 
5 
Bech 2 cc. amped 
Sodium Ascorbate (as Vitamin C)..... 500.0 mg. 
favor- 
able clinical single 
bined injection ond Vito- 
cortic Lancet: Feb. 4 
min C- 
COLUMBUS PHARMACAL CO. 


biliary 
tract 


disorders 


In almost all biliary tract disorders thorough irrigation of the entire biliary tract by 
means of free flow — and unimpeded outflow — is a beneficial therapeutic procedure. 
CHOLATROPIN encourages drainage of the bile ducts and removal of mucus, inspissated 
bile, and debris thereby discouraging the ascent of infection. In addition, bile retention 
with increased intrabiliary pressure is avoided by a powerful spasmolytic action which 
assures unimpeded outflow into the intestine. 

In chronic cholecystitis, cholangitis, non-obstructive cholelithiasis, and postoperative 
biliary dyskinesia CHOLATROPIN produces “low-viscosity” bile, the copious biliary flow 
and outflow necessary for therapeutic purposes. 
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fulfills all three therapeutic requirements 


1. increases bile volume 


through the hydrocholeretic action of the 
bile acid, dehydrocholic acid, the most 
effective hydrocholeretic agent known. 


2. increases bile fluidity 


f and reduces concentration of bile solids 
C 4 0 | ATR 0 Pp i i e so that free-flowing watery bile produces 
‘ a natural flushing action throughout the 

antispasmodic 


entire biliary tree. 


3. relaxes spasm 


of the sphincter of Oddi and biliary sys- 
tem through the powerful spasmolytic 
effect of homatropine methylbromide. 
This gives unimpeded outflow of the ia- 
creased bile secretion. 


indication: Chronic cholecystitis, cholangitis, 
non-obstructive cholelithiasis and postoperative 
biliary dyskinesia. 
he LILO be dosage: one tablet two or three times daily. 


CHOLATROPIN: Each tablet contains dehy- 
drocholic acid 250 mg. and homatropine methyl- 


MILWAUKEE 1, WISCONSIN bromide 2.5 mg. Bottles of 100 and 500 tablets. 
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Poly-Vi-Sol Tri-Vi-Sol Ce-Vi-Sol 


for their varying vitamin needs... 
VITAMIN A | VITAMIN D | ASCORBIC ACID | THIAMINE | RIBOFLAVIN | NIACINAMIDE 
POLY-VI-SOL 5000, | 1000, mg a 
each 0.6 cc. supplies: units units ° 
TRI-VI-SOL 00 00 


each 0.6 cc. supplies: 


CE-VI-SOL 


each 0.5 cc. supplies: 


“water-soluble 

liquid vitamin 

preparations... 
pleasant tasting, convenient, 
economical. Available in 15 and 
50 cc. bottles with calibrated 
droppers. 


$0 CC. 


SOLUTION 


Tivitamin 
a, ¢ ant 


MEAD JOHNSON & CO. 


EVANSVILLE 21,I1ND.,U.S.A. 
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